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Chloromycetin 


for todays problem pathogens 


Because of increased frequency of resistance of pathogenic 
microorganisms to available antibiotics,' sensitivity studies 
provide criteria helpful in selection of the most effective agent. 
Recent in vitro studies and clinical experience emphasize the 
outstanding efficacy of CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) against microorganisms commonly encountered 
in patients with severe urinary tract infections.' “For severe 
urinary infections, chloramphenicol has the broadest spectrum 
and is the most effective antibiotic.”! 


CHLOROMYCETIN is a potent therapeutic agent and, because certain 
blood dyscrasias have been associated with its administration, it should 
not be used indiscriminately or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 
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C ditorials 


The Goose and the Golden Egg 


man in his late thirties walked across 
the street to the hospital. He had on clean 
wo k clothes, a faded blue shirt and khaki 
pa) ‘s and was gently supported by his wife. 
Sh wore a clean pink cotton dress. Her 
fig re said that she had a good appetite and 
lik: | to cook. Her hands said that life was 
mo e earnest than fun. The man carried a 
bat ered overnight case in his left hand 
Be’ veen the handle and his thumb he held 
an nsurance policy much as a country boy 
mi; nt hold a train ticket for easy inspection 
on is first visit to the city. It was that im- 
por ant. 

‘That piece of folded paper meant to that 

ma’ and woman just exactly what it was 
intended to mean—he could pay his way— 
he .eed ask neither credit, nor time, nor 
charity from any hospital or any doctor. 
He and many others like him had pooled 
their resources in small monthly payments 
for just such a necessity as this. 
To the hospital that contract meant a pay- 
ing patient: nothing more, nothing less. The 
hospital had come more and more to depend 
on these contracts for its life—less and less 
on collecting agencies. 

How about the doctor? Does such a con- 
tract mean what it should to the doctor? In 
most instances, yes. To some, however, it 
seems to mean an extra source of revenue. 
This may be simply from muddled thinking. 
There are a few fundamental questions that 
need answers. Here are my answers—if 
there are those who differ the Journal would 
be glad to hear from them. 

Does the fact that a man has medical care 
insurance or even “dread disease” or “‘ex- 
tended” coverage place him in a different 
income category? It does not. The fee for 
service is still trading the doctor’s knowledge 
and skill for the man’s working time. The 
doctor is assured payment for his services. 
The source of the payment should be of little 
concern to him. 

Should the charge be a reasonable one with 
some consideration given to the man’s in- 
come and earning capacity whether he has 
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extended coverage or not? I think so. We 
do not permit an insurance company or Blue 
Shield to set our fees for a less amount than 
we think is reasonable. Why then should we 
expect more or accept more from them than 
is reasonable? 

What would you think of an automobile 
body shop owner who quoted you a figure of 
$150.00 to repair the damage to your car 
but changed the amount to $300.00 when he 
learned that you had insurance which would 
pay most of the cost? I would think the same 
and you and I would think the same of any 
doctor who behaved in a similar fashion. We 
have such men. 

It is inconceivable that men whose fellow 
citizens paid most all of the cost of their 
medical education should forget so quickly 
that they have an obligation, which is not 
satisfied by taxes even though willingly paid. 
Neither state institutions nor endowed 
schools train men to be physicians in order 
to realize taxes from them. These men bring 
discredit on the whole profession. They be- 
long to the State Association—do they owe 
the group that constitutes the society any- 
thing? I think they do. By belonging they 
have professional standing. The doors are 
opened to other societies and te society meet- 
ings. The way is clear for employment by 
business, by industry and by insurance com- 
panies. Hospital staff appointments are not 
considered when an applicant is not a mem- 
ber of his county society. 

Does the State Association have a right 
to expect behavior of its members that would 
not bring shame on the whole group? I think 
it does, just as a father has a right to ex- 
pect that of his child. The father would pun- 
ish his child or would kick him out of the 
home if he were old enough and could not be 
salvaged. Should we kick such members out? 
Some few, perhaps, but I believe a great deal 
of unfairness stems from a lack of under- 
standing—an effort to be completely inde- 
pendent in a complex society where such is 
not possible—a desire to keep up with the 
Joneses—ignorance of the application of 
simple arithmetic for it takes the monthly 








245 
























rg 
‘ 


_— 


IDDADI 




















iyitifvaat 


iT mr 


1 af 





savings of five times as many people to pay 
a $1,000.00 bill as it does to pay a $200.00 
one—the goose cannot long lay that size eggs 
on his present diet and a much richer one 
cannot be provided. 

A better understanding would come quick- 
ly if the findings of the Grievance Commit- 
tee were published in the Journal when that 
committee judges a member guilty of unfair 
practices. The father needs some milder 
means of punishment than to kick the child 
out of the home. 


Agammaglobulinemia 


Many cases of idiopathic agammaglobu- 
linemia have been described since Krebs 
called attention to this condition in 1946. 
Prior to this time the syndrome was not 
recognized because, without the aid of anti- 
biotics and sulfonamides, most victims were 
dead within the first few years of life. 

Bruton', in 1952, and Janeway et al’, a 
vear later, reported a total of 12 patients 
who exhibited such similar characteristics 
as, consistent absence of gamma globulin in 
the serum and inability to produce specific 
antibody response to administration of an- 
tigens and toxoid. 

Following publication of these reports a 
rash of confirmatory similar case reports ap- 
peared in the American and European lit- 
erature. 

These children, from an early age, were 
afflicted with repeated severe pyogenic in- 
fections involving chiefly the respiratory 
tract, the ears, the conjunctivae and the skin. 
Lang et al’, using human gamma globulin 
labeled with radioactive iodine (1I'*') learned 
that the defect is essentially due to a lack of 
formation of gamma globulin and not to an 
increase in break-down of the protein. This 
confirms also the finding, that the half life 
of injected gamma globulin is as long as or 
longer than normal, thus showing that ab- 
normally rapid destruction of GG is not a 
cause of agammaglobulinemia. 

While most patients have been boys, sev- 
eral writers have recently reported the con- 
dition in girls. This would appear to negate 
the proposal that agammaglobulinemia is 
transmitted as a sex-linked recessive trait, 
such as hemophilia. This sexual disparity, 
based on a supposed genetic difference, has 
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led to the proposed division of agammaglo} i. 
linemia into a congenital type composed « n- 
tirely of males with a history of recurr: nt 
infections from childhood with electroph vr- 
etic analysis revealing complete absence of 
serum gamma globulin; and the acqui ed 
type composed of all other cases, includ ng 
all females, demonstrating clinical and la! >r- 
atory findings similar to the first gr: up. 
Fried and Henley* found that determina ion 
of serum gamma globulin content is n ore 
sensitive by the fractionation method than 
by electrophoresis. They believe that the ap- 
parent difference in types may actuall, be 
one of a critical level of gamma globuli 

They have classified the reported cases of 
both “types” of agammaglobulinemia into 
these two types: (1) The patient is infre- 
quently ill, has hypoproteinemia which re- 
sponds to high protein feedings, but who 
does not respond to Schick and Dick tests 
or to various antigens; and (2) Children 
who have frequent infections (viral exclud- 
ed) and who do not respond to toxoids or 
antigens but do respond to administration 
of gamma globulin. 

Much experimental work remains to be 
done before the specific biochemical defect 
responsible for agammaglobulinemia can be 
clearly outlined. However, until that time, 
the practicing physician might be wise to 
re-evaluate those patients of his who seem 
to be made of what the medical student de- 
scribed as “just plain poor protoplasm.” If 
any patient fits the pattern of repeated at- 
tacks of severe infections with any of the 
common pyogenic bacteria, particularly if 
neutropenia is present and the patient is a 
male, the diagnosis of hypo- or a- gamma- 
globulinemia should be seriously entertained. 
If the patient responds rapidly to monthly 
subcutaneous injections of 0.1 Gm. of pooled 
normal serum gamma globulin per kilogram 
of body weight, as recommended by Grant 
and Wallace’, complete electrophoretic 
studies of the patient’s serum would be ad- 
visable. 
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PEDIATRIC SURGERY 


ibviously, the practice of surgery in the 
pe ce time military service differs consid- 
er bly from that during war. The extension 
of nedical care to dependents of servicemen 
ha created large pediatric clinics at many 
st: eside and overseas station hospitals. 
T! se masses of children afford a wealth of 
ex eriences in pediatric surgery, more than 
is sually encountered in residency training 
in general surgery or in civilian practice 
du ing a comparable two-year period. 
Source of Material 
he 3201st USAF Hospital at Elgin Air 
Fo.ce Base, Florida, supplies the medical 
needs for about 25,000 persons. There are 
20,100 pediatric outpatient sick visits an- 
nually, and half as many patients are seen 
as “emergencies” after regular duty hours. 
A hundred babies are born at this hospital 
each month. Besides an abundance of lacera- 
tions, contusions, and fractures of varying 
severity, a group of nontraumatic surgical 
emergencies found in these young patients is 
worthy of consideration. All of the cases 
cited in this report were treated definitively 
at this installation by the author, while a 
member of the surgical service, 3201st USAF 
Hospital from June 15, 1953, to December 
15, 1954. This presentation is justified by 
the interesting variety of cases rather than 
by the absolute number or rarity. 
Congenital Evisceration 
There are three varieties of congenital 
evisceration through the anterior abdominal 
wall. Their gross appearances are similar, 
and their proper identification and nomen- 
clature have been vague or grossly inaccurate 
as (Pony Sots ot os eet S22, Bee 
tained herein are those of the author and are not to be con- 


mee is official or reflecting the views of the U. S. Air 
orce 
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in the literature. Moore and Stokes® ad- 
vanced a concise classification of these con- 
ditions which I have followed: 

1. Omphalocoele: This is an anomaly of 
the umbilical cord and is the most common 
of the three conditions. The viscera herni- 
ates into the base of the umbilical cord be- 
cause the yolk sac-vitelline connection fails 
to obliterate. The covering membraneous 
sac or its ruptured remnants are present. 
The umbilical cord inserts into the sac. The 
obvious danger of an omphalocoele is rupture 
of the sac with gross contamination of the 
peritoneal cavity. Death is certain unless 
there is early surgical intervention. Infants 
with omphalocoele should be handed directly 
from the obstetrician to the surgeon accord- 
ing to Gross‘. 

No. 65610, an infant girl was delivered 
with this deformity on October 3, 1954, the 
product of full term pregnancy. She had a 
small unruptured omphalocoele filled with 
bowel. The sac measured approximately 3 
cm. at the neck and approximately 10 cm. in 
length (figs. 1 and 2). No other congenital 
defects were noted. At surgery the ompha- 
locoele was excised, after ligating umbilical 
vein and arteries separately and returning 
the viscera to the abdominal cavity. In this 
patient, the incarcerated structures were the 
terminal portion of small bowel, appendix, 
and ascending colon. The immediate post- 
operative appearance was as shown in fig. 3. 
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The patient was discharged to home on the 
fifth postoperative day and development has 
been normal to date. 


Comment 

Fortunately, the patient had a relatively 
small unruptured defect, so I was able to do 
a primary repair without crowding abdom- 
inal and thoracic organs. In large defects 
it may be impossible to close all layers of 
abdominal wall. If so, one must mobilize a 
large area of surrounding skin to furnish a 
protective skin covering for the herniated 
viscera and later must do a second stage 
hernioplasty. 


2. An intussusception of ileum through a 
persistent omphalomesenteric duct is rare. 
The prolapse of inverted mucosa-covered 
small bowel presents as a T-shaped mass at 
the umbilicus. There is no covering sac. 
This anomaly may be present at birth; but 
preceded by a fecal fistula, it usually appears 
in the child’s first and fourth week of age. 


3. Gastroschisis is an extra-umbilical 
anomaly of the abdominal wall, composed of 
a large eviscerated mass of discolored intes- 
tine of leathery consistency. The intestines 
are often embedded in gelatinous matrix. 
There is a normal insertion of the umbilical 
cord. There is no sac or sac remnant. 


No. 66857, an infant girl, was delivered 
one month prematurely by an uncomplicated 
parturition following a normal gestation. 
The obstetrician immediately recognized the 
eviscerated mass of bowel as a surgical emer- 
gency, and the child was brought to the op- 
erating room within an hour after delivery. 
This was the firstborn of the young parents, 
and there was no family history of congenital 
abnormalities. The infant’s weight was 1750 
grams. The defect in the anterior abdominal 
wall through which this mass extruded meas- 
ured 6 cm. in diameter and was extra-um- 
bilical. The umbilical cord entered the ab- 
domen 1 cm. to the left of this large defect. 
Examination revealed the eviscerated mass 
to be composed of leathery, discolored gas- 
trointestinal tract, stomach to distal colon, 
all inclusive, suspended by a short mesentery 
(fig. 4). The bowel was sufficiently dark 
as to be suspected as volvulvus and in- 
farcted, but no actual twisting of the mesen- 
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tery was demonstrated. The fimbriated e: d 
of the left salpinx was visible at the low r 
left portion of the defect. There was no s.¢ 
or sac remnant. I attempted to close the « e- 
fect, or rather to cover the eviscerated mi: ss 
with skin, after preliminary ligation of u.a- 
bilical vein and left umbilical artery with « x- 
cision of cord. The skin of the abdomi) al 
wall was undermined at the depth of he 
subcutaneous fascia. The dissection was -x- 
tended laterally into each flank, inferior] to 
the pubis, but limited superiorly to the level 
of costal margin. This limitation was m- 
posed for fear of further embarrassing res- 
piratory excursion, which was soon to be 
greatly compromised by the inclusion of the 
relatively immense mass within the abdom- 
inal cavity and its new hernial compartment. 
This is essentially the procedure described 
by Gross‘ in dealing with giant omphalo- 
coeles, modified by transecting the left rec- 
tus muscle. Aspiration of the bowel contents 
with No. 17 needle and syringe did not ma- 
terially reduce the volume of the thickened 
bowel, and skin approximation produced a 
drum-tight abdomen. The patient’s immiedi- 
ate postoperative condition was precarious. 
The infant was placed in a high oxygen hu- 
midified (Alevair) atmosphere, prophylactic 
antibiotics were administered and intermit- 
tent gastric suction applied via catheter. Al- 
though the child did well for several hours, 
her condition suddenly deteriorated and she 
died 17 hours after surgery. 

Postmorten examination revealed viable 
skin flaps distended, thickened gastrointes- 
tinal tract as previously described, and ate- 
lectasis of both lungs. 


Comment 

The exact etiologic factors of the condi- 
tion are as obscure as those for most develop- 
mental anomalies. The mechanism of gas- 
troschisis is as follows: Because the abdom- 
inal wall components fail to develop or fuse, 
there is a large defect, through which the 
usual intraperitoneal structure protrudes. 
These structures are thickened by their bath 
of amniotic fluid with vernix caseosa and 
other constituents. The absence of the herni- 
ated structures from the developing abdo- 


men removes a potent stimulant for increas- 
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IG. 1: Unruptured small Omphalocoele—Lateral 


in. the size of the abdomen. Thus the abdo- 
m:n is even smaller than normal and the dif- 
ficulties of the surgeon are increased. 

loore and Stokes®, reviewing the world 
lit‘rature, found only five cases of true gas- 
toschisis, to which they added two of their 
own. Of these seven cases, only five were 
operated on, the others deemed surgically 
hopeless. Only the patient reported by Wat- 
kins'* in 1943 has survived this unfortunate 
anomaly; but it is expected that with a bet- 
ter understanding of neonatal physiology 
and improved antibiotics, several of the less 
severe patients can be salvaged. 


FiG. 4: Gastroschisis—Preoperative. Note distended 
thickened bowel. Fallopian tube in lower portion of 
defer 
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FIG. 2: Unruptured Omphalocoele. 
FIG. 3: Completed Omphalocoele repair. 
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FiG. 5: Multiple X-ray views showing incarcerated 
hollow viscera in left chest with collapse of left lung 
and shift of mediastinum to right. Note distinct fluid 
levels in upright lateral and AP projections 








Congenital Hernia 


Congenital hernias are potential sources 
of extreme emergency. Once discovered, they 
should be obliterated at the earliest “safe” 
age as a non-emergency procedure. Incar- 
ceration occurs most frequently in patients 
under one year of age*. There is no chrono- 
logic age at which surgical repair becomes 
absolutely without hazard; and the decision 
as to when to operate must be made after 
consideration of the size and nature of the 
defect; history of incarceration; general de- 
velopmental and nutritional status of the 
child; and other attendant factors, such as 
congenital heart disease. Many premature 
infants have multiple hernias. The umbilical 
variety is likely to close spontaneously by 
the time the child is a year old; but some of 
the narrow necked umbilical sacs with epi- 
sodes of incarceration may require ligation, 
and the unusually large ring will eventually 
call for surgical operation. Parents and 
practitioners are naturally reluctant to sub- 
ject these babies to early surgical interven- 
tion for a condition that is not causing im- 
mediate trouble. After incarceration and/or 
strangulation, the need is immediate and the 
indications for surgical operation are ac- 
ceptable to all. 


No. 57182. This two year old white boy 
was known to have had a right inguinal 
hernia since birth. Herniorrhaphy had been 
previously advised, but the parents deferred 
it. On July 23, 1953, a painful swelling ap- 
peared in right groin at appromixately 6:30 
p.m. At 8:30 the patient vomited. The pain- 
ful swelling in the right groin had increased 
in size since the parent first noticed it. 
Physical examination on the patient’s ad- 
mission to the hospital revealed an acutely 
ill white male with turgid, incarcerated right 
inguinal hernia, which was exquisitely ten- 
der. Other physical findings were within 
normal limits. The evening of admission, 
herniotomy released incarcerated omentum, 
which remained viable. There was no bowel 
involvement. A simple hernioplasty was per- 
formed by exercising the hernial sac. Post- 
operative course was uncomplicated, and the 
child was sent home on the second postopera- 
tive day. 
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Comment 


Authorities generally agree that sim) ‘e 
excision of the hernial sac is sufficient ‘0 
cure these congenital hernias. 


A differential diagnosis of incarcera’ :d 
scrotal hernia is usually not difficult, but « re 
must duly consider each of the followi: z: 
Hydrocoele, spermatocoele, hematoco: ie, 
testicular tumor, and testicular torsion. ‘he 
last is an emergency, if the testicle is to be 
saved. 


C.W.K. This white infant boy was a ll 
term spontaneous delivery at 1:25 a.m. on 
September 9, 1954. No abnormalities were 
noted by the obstetrician at time of delivery 
or at 8:00 a.m. by the pediatrician. During 
the day one of the nursing attendants noted 
swelling and discoloration in the right side 
of the scrotum. The child did not seem to be 
in any distress; he had had normal feeding 
and normal meconium stool. At that time 
an examination by a member of the surgical 
service revealed a globular cystic mass in the 
right half of the scrotum with purplish dis- 
coloration approximately 2 x 114 x 1% 
inches, without extension into the right 
cord; or a suggestion of incarceration. The 
light source was poor, and he was unable to 
determine whether or not this mass trans- 
illminated. Final impression was _ hema- 
toma of the testicle, possibly due to birth 
injury or spontaneous hemorrhage. A diag- 
nosis of torsion of testicle or rete testes was 
entertained. The child was observed closely 
through the night, and there was no abdom- 
inal distention or other suggestion of intes- 
tinal obstruction. No treatment was pre- 
scribed, and the child was seen one week 
later in the GU Clinic, when the surgeon de- 
cided that he should be admitted for sur- 
gical exploration of the scrotum for probable 
torsion of the testicle but particularly to 
eliminate the possibility of a neoplasm. The 
right half of the scrotum was firm, bluish- 
purple, acutely tender, filled with firm mass 
that would not transilluminate and could not 
be delineated as to testicle, epididymis, ete. 
The discoloration extended across median 
raphe to include about one-half of the left side 
of the scrotum. With local anesthesia, the 
scrotum was explored. All the layers of the 
scrotum were densely adherent and involved 
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in an inflammatory reaction. When the tu- 
nica vaginalis was opened, dark discolored 
f! id shot forth under considerable pressure; 
the veins of the pampiniform plexus were 
d ated, twisted and markedly discolored ; the 
t. ticle itself was tense, fluctuant, and gray- 
is \-black; the epididymis was jet black. The 
c -d structures were ligated as high as pos- 
si le, and the testicle and epididymis were 
r noved. When the testicle was sectioned, 
it was noted that the contents were degen- 
e: ted. Postoperatively, the child did well 
a) | made an uneventful recovery. 


Comment 

n retrospect, it would have been prudent 
tc oxplore the right half of the scrotum when 
a iagnosis of testicular torsion was suspect- 
e but it is unlikely that functional testicle 
ec ld have been salvaged. There seems to 
be no point in exploring the remaining nor- 
m | testicle, attempting to affix its position 
in he scrotum, though it is sometimes recom- 
mended‘, 


'ther types of congenital herniation are 
absolutely occult until they present as dra- 
matic and perhaps catastrophic clinical pic- 
tures. 

No. 60599. This seven week old white 
boy was admitted from the dispensary with 
respiratory distress as the chief complaint. 
The child, a full term baby, and normal birth, 
presented no feeding or other neonatal prob- 
lem until the day of admission. He woke up 
at approximately 4:00 a.m., fretful and cry- 
ing. He would take only small quantities of 
feeding and regurgitated portions of it. He 
did not seem to have fever or symptoms of 
upper respiratory infection. The mother 
brought the child te the dispensary for ex- 
amination at approximately 8:00 a.m., Jan- 
uary 31, 1954. Examination at this time was 
not remarkable. The mother thought there 
was some scrotal enlargement which she had 
not noted previously. The child’s abdomen 
was flat and soft. Chest examination was 
essentially normal. The child was sent home 
with parental instructions that if symptoms 
worsened to bring the child back for further 
observation. The child was unable to retain 
and refused other feedings. In the early af- 
ternoon, the mother first noted a grunting 
labored type of respiration. She returned 


August, 1955—Volume 48, Number 9 


the baby to the dispensary at approximately 
6:00 p.m. At this time the patient had la- 
bored respiratory effort with grunting. 
There was cyanosis of nail beds, although 
afebrile, the pulse was 150; respirations 40. 
The trachea was deviated to the right. Ex- 
amination of the left chest revealed absence 
of breath sounds and hyperresonance. The 
heart seemed displaced to the right. The ab- 
domen was soft and empty and there was 
no apparent tenderness. 


Roentgenogram examination, AP in up- 
right position, showed the area with an ex- 
treme mediastinal shift to the right. The 
left lung field was collapsed and the right 
lung compressed an air-containing viscus ap- 
pearing in the left chest. A tentative diag- 
nosis was incarcerated diaphragmatic hernia, 
probably a pleuroperitoneal hiatus defect, 
so-called Bochdalek’s hernia. 


While surgery was being prepared, the 
child was placed in high oxygen atmosphere 
and his left saphenous vein cannulated with 
polyethylene tubing for blood transfusion. 
A No. 12 catheter was placed for naso-gas- 
tric suction. In surgery, a left paramedian 
incision was made. It disclosed incarcerated 
stomach, small bowel, spleen and pancreas en- 
tering the left chest through a large defect 
in left posterolateral area of diaphragm. 
The hernia was reduced by slipping the fin- 
ger through the defect to allow atmospheric 
pressure into the left chest and then by 
gentle traction returning first the stomach 
and small bowel, then the spleen, and finally 
the body and tail of the pancreas. The out- 
line of the defect was noted, and there was 
virtually no peripheral margin of diaphragm. 
Therefore, the central portion of the dia- 
phragm was sutured directly to the left 
posterolateral chest and abdominal wall with 
two tiers of interrupted 00 black silk sutures. 


A small catheter was left in the chest until 
the closure was completed in an attempt to 
restore negative pressure to the left pleural 
cavity. Inspection of the abdominal contents 
showed the structures to be viable and in 
essentially normal relationship. The abdo- 
men was closed in layers with interrupted 
non-absorbable sutures. The abdomen did 
not seem unduly tense after closure was com- 
pleted. The child had tolerated the operative 
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procedure fairly well but still had embar- 
rassed respirations. After thoracentesis was 
performed in the left side, and 90 cc. of air 
was withdrawn, breathing immediately im- 
proved. Thoracentesis was repeated four 
hours later and another 15 cc. of air re- 
moved. The venous cutdown was preserved 
for further parenteral feedings. The cath- 
eter was left in place for naso-gastric suc- 
tion, and the child returned to oxygen tent; 
penicillin 300,000 units b.i.d., and strepto- 
mycin 0.5 grams b.i.d. were given postopera- 
tively. The gastric tube was removed after 
12 hours, as was the cut-down. The patient 
became afebrile in 48 hours. The left lung 
remained expanded, and the patient was re- 
moved from oxygen tent in three days. Oral 
feeding was resumed on third day; glucose 
and water were increased to skim milk and 
finally to preoperative formula. The patient 
had intermittent bounts of feeding distress 
during the first three days and another on 
the fifth day, attributed to pharyngitis from 
the naso-gastric tube. His weight on dis- 
missal was 12 pounds 2 ounces. The laparo- 
tomy wound was well healed. The patient 
was followed through outpatient clinic. 

The child is asymptomatic and appears 
normal one year postoperatively. 


Comment 


This case was probably a congenital ab- 
sence of the left posterolateral portion of the 
diaphragm rather than a true Bochdalek 
hernia’, The abdominal approach proved 
quite satisfactory for reducing the incarce- 
rated hernial contents and allowed inspection 
of the abdominal organs for other anomalies. 
Using thoracotomy for this hernia, Koop and 
Johnson® reported three deaths in 15 cases, 
but my impression is that thoracotomy would 
increase the burden of an embarrassed res- 
piration and is therefore undesirable. 


Acute Abdominal Conditions 


In children, the suspected acute surgical 
abdomen is often caused by nonsurgical con- 
ditions and the offending organ system is 
distant from the abdomen. Such instances 
are: acute otitis media, coupled with so- 
called alimentary intoxication with vomiting 
and diarrhea; lower lobe pneumonia with ab- 
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dominal splinting; and acute pharyngitis a: d 
cervical lymphadenitis associated with mx ;- 
enteric lymphadenitis. 

1. Appendicitis. In children three yee 's 
of age or less, appendicitis is accompani d 
by considerable morbidity and mortality. A 
definite diagnosis of appendicitis on th: se 
children is truly difficult, and many of th m 
must be operated on because a diagnosis of 
appendicitis cannot be eliminated’®. The n- 
ability of the child’s peritoneum to cons is- 
tently wall off a perforation makes app. n- 
dicitis a deadlier disease in children than in 
adults. The fulminating nature of this cis- 
ease is exemplified in this case: 

No. 62306. This 10 year old boy was 
brought to the dispensary on Easter Sunday 
1954, complaining of abdominal pain of 24 
hours’ duration accompanied by nausea and 
vomiting. Examination revealed an acutely 
ill white male. There was diffuse abdominal 
tenderness with signs of peritoneal irrita- 
tion, direct and rebound tenderness. The ab- 
domen was distended and was without audi- 
ble bowel sounds. No masses were palpable. 
The admitting impression of perforating ap- 
pendicitis and diffuse peritonitis was con- 
firmed by laparotomy shortly after admis- 
sion. A gangrenous appendix with frank 
perforation was excised. A large Penrose 
drain was brought out through a separate 
stab wound. Culture of peritoneal fluid re- 
vealed E. coli, sensitive to terramycin and 
aureomycin. Supportive therapy included 
naso-gastric suction, parenteral alimentation, 
oxygen, and antibiotics. The patient re- 
sponded well initially. However, after a few 
days he began to spike fever with complaints 
of lower abdominal pain and passage of 
frequent small stools, composed mostly of 
mucus. Rectal examination revealed an ex- 
quisitely tender, fluctuant mass in the Pouch 
of Douglas, interpreted as pelvic abscess. On 
April 24, 1954, the patient was returned to 
surgery where the original wound was re- 
explored. No abscess was found. The pa- 
tient’s condition continued to deteriorate; 
and as symptoms and signs continued to 
point to pelvic abscess, he was again re- 
turned to surgery on May 4, 1954, when 
through a left rectus a large pelvic abscess 
was evacuated and several large rubber tis- 
sue drains were placed in the abcess cavity 
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| brought out through separate openings. 


His immediate postoperative condition was 
c) tical; but after a prolonged and stormy 
p stoperative course, he made a good re- 
c very. 


Comment 

‘he abdominal approach for a pelvic ab- 
s 3s, which was easily palpable through the 
r. tum, is another departure from usual sur- 
g al practice in adults. The tender fluctuant 
nm ss was probably an abscess, but it could 
h: e been an adherent loop of small bowel 
in an abdomen known to have diffuse peri- 
tc itis; and a stab through the rectal mucosa 
in 0 a loop of distended ileum could have pro- 
d: ‘ed a small bowel fistula and cost the boy 
hi life. In this case, a correct diagnosis was 
es ablished early and simply, but the severe 
ne ure of the disease led to protracted and 
co plicated illness. 

\t other times the physical findings do 
no support or fit the symptoms; and only 
afier a period of observation with repeated 
ca'eful physical examinations, rather than 
re!ance on the nurses’ notes, will one obtain 
the correct diagnosis. 

‘o. 65423: A three-year-old white boy 
admitted September 23, 1954, with com- 
plaints of nausea, vomiting and abdominal 
pain of 12 hours’ duration. There was his- 
tory of antecedent U.R.I. three-four days, 
which apparently subsided. Examination re- 
vealed slight to moderate abdominal tender- 
ness without localization by direct or rectal 
examination. Bowel sounds were heard. The 
presumptive diagnosis was mesenteric lym- 
phadenitis. The patient was placed on peni- 
cillin therapy and liquid diet. After three 
day’s observation the symptoms were ap- 
proximately the same, but the vomiting had 
continued intermittently. The abdomen then 
appeared distended, and although there was 
still no localization of tenderness the diag- 
nosis was thought most likely to be appen- 
dicitis. On September 25, 1954, the abdomen 
was explored through a McBurney incision. 
The RLQ contained only small bowel, but 
palpation in subhepatic area revealed an in- 
durated, inflammatory mass. The original 
skin incision was continued upward, and a 
separate opening was made in fascial and 
muscle layers. A gangrenous appendix with- 
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out frank perforation was removed from in- 
completely rotated bowel which left the 
cecum in subhepatic position. One Penrose 
drain was left at the site of appendiceal ex- 
cision and another placed in the right par- 
vertebral gutter. These drains removed 
large quantities of purulent material in the 
first few postoperative days, but the quan- 
tity gradually subsided. Antibiotics were 
given, in addition to other supportive meas- 
ures. The patient was well on discharge. 


Comment 


Many persons think that with modern 
antibiotic therapy the use of drains follow- 
ing appendectomy is unnecessary and, there- 
fore, undesirable. Adequate drains probably 
saved this second appendectomy from many 
complications; if multiple drains had been 
used in the first case, the pelvic abscess prob- 
ably could have been avoided. I am not ad- 
vocating the routine use of drains following 
appendectomy, but I have never regretted 
their use and many times have wished that 
I had used one or more. 

2. Complications of Meckel’s Diverticu- 
lum: Usually, one diagnoses a Meckel’s di- 
verticulum at the time of operation for sus- 
pected appendicitis. If the surgeon is suf- 
ficiently dissatisfied after finding an inno- 
cent appendix, the small bowel is “run” and 
the embryologic remnant of an omphalomes- 
enteric or vitelline duct may be found—with 
salvage of the patient. 

There are several ways or combination of 
ways in which a Meckel’s diverticulum may 
become manifest". Simple inflammation pro- 
duces an appendicitis-like syndrome. Peptic 
ulceration with complicating hemorrhage or 
perforation is caused by an aberrant gastric 
mucosa. Elliott and Evans’ found hetero- 
topic gastric mucosa in 30 per cent of ran- 
dom Meckel’s diverticula removed at autopsy 
or other abdominal operation; but of all 
symptomatic Meckel’s, 62 per cent contained 
peptic mucosa, and 85 per cent of these per- 
forated or bled within the first two decades. 
The simple mechanics of attachment of the 
diverticulum to the inner surface of the um- 
bilicus or adherence to other parts of the 
bowel may be the basis for obstruction and/ 
or volvulus of the bowel. Rarely does the 
diverticulum become the intussusceptum of 
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an intussusception. It is generally agreed 
that if the patient’s general condition per- 
mits, an asymptomatic Meckel’s diverticulum 
encountered at laparotomy should be exer- 
cised. 

No. 59965: A 19-month-old white boy 
was first admitted for observation because 
of fever with vomiting. There was no frank 
evidence of upper respiratory infection. But 
the absence of conclusive abdominal findings 
and the subsidence of vomiting shortly after 
admission suggested mesenteric lymphaden- 
itis. Roentgenograms of the abdomen and 
thorax were not diagnostic, and the patient 
was dismissed the next day. Three weeks 
later the baby was readmitted because of a 
bout of hematochezia and vomiting which 
did not produce blood. The abdomen was 
tender to palpation, although no definite 
masses were demonstrated. A tentative diag- 
nosis of Meckel’s diverticulum was made. 
After blood replacement, a laparotomy was 
performed. A Meckel’s diverticulum was 
found eight inches from ileocecal junction 
with evidence of recent inflammation and 
perforation. A small bowel resection was 
performed with continuity restored by end- 
to-end anastomosis. The postoperative course 
was uncomplicated, and the patient made a 
good recovery. The pathologist reported 
gastric mucosa in Meckel’s diverticulum with 
peptic ulceration and perforation as source 
of gastrointestinal hemorrhage. 


3. Intussuseption: The telescoping of 
the intussusceptum into the intussusception 
produces a characteristic if not pathognom- 
onic sympton complex. Typically intussuscep- 
tion occurs in a male infant otherwise in good 
health, age six months to two years, who has 
sudden onset of colicky abdominal pain fol- 
lowed by vomiting. Many intussusceptions 
probably are self-limiting, but others may 
result in death without surgical interven- 
tion.®. In 80 per cent of the surgically or 
roentgenologically diagnosed cases, three of 
four signs or symptoms are present: (1) ex- 
cruciating, colicky abdominal pain (90 per 
cent); (2) vomiting, an early symptom (85 
per cent); (3) palpable mass, either abdom- 
inally or rectally (85 per cent); (4) fresh 
blood in the rectum, perhaps found only by 


examining digit (85 per cent)*. A barium 
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enema is usually not necessary for diagnos 
but it can be very helpful in an occasion. | 
case if the diagnosis is doubtful, and in may 
cases is therapeutic. 

No. 65730, a previously healthy sev.n 
month old white male boy, had onset » 
colicky abdominal pain followed shortly 
vomiting on October 9, 1954. The baby had 
paroxysms of screaming as if he were in 
agonizing pain but also periods during which 
he seemed free of pain and would sleep. (‘fe 
was admitted by the MOD for observativun. 
The baby passed a bloody stool during the 
night. Examination the next morning re- 
vealed an obese male infant who appeared 
restless and in acute pain. On palpation of 
the right hemi-abdomen, no definite mass 
could be outlined, and Dance’s sign was neg- 
ative. Active bowel sounds were heard on 
auscultating the abdomen. The chest con- 
tained normal heart and lungs. The clinical 
impression was intussusception with possibly 
intestinal polyps or Meckel’s diverticulum. 
Surgery was prepared for immediate oper- 
ation in the event of an unreduced intus- 
susception while the patient was moved to 
x-ray department for a barium enema. The 
first attempt failed to fill the proximal one- 
half of the ascending colon. No crescent was 
outlined, but the child forcibly expelled the 
barium, which was followed by a moderate 
quantity of feces and relief for the child. 
More barium was administered and this 
time all of the ascending colon and the term- 
ina! ileum were filled. Followed expectantly, 
the child manifested no further symptoms 
and was dismissed to his home the following 


=a 


day. 
Comment 

Ravitch® at present recommends routine 
exploration of the ileocolic junction after ap- 
parently successful reduction of an intussus- 
ception by a barium enema. The parents of 
this child initially refused any consideration 
of surgical operation, and after the dramatic 
relief obtained by expulsion of barium and 
feces the situation did not seem to warrant 
exploration. 

4. Congenital Hypertrophic Pyloric Sten- 
osis: Congenital hypertrophic pyloric sten- 
osis is probably not a true emergency, unless 
dehydration and loss of electrolytes has ad- 
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vanced to extreme metabolic derangement. 
The symptoms of recurrent vomiting are 
usually present for one to two weeks before 
diagnosis is established in these sometimes 
n isinterpreted “feeding problems”; and a 
t»ue emergency is presented by the time the 
s rgeon is asked to see the patient. The 
d agnosis is not difficult if the possibility is 
c nsidered and if the case is advanced. 

No. 64727. This one month old male in- 
f. nt, second child, first male, was admitted 

igust 19, 1954, with complaints of per- 
sistent and repeated emesis of two weeks’ 
d ration. The emesis would follow shortly 
a ‘er each feeding, was projectile, and was 
n t mixed with bile or blood. The child 
s\omed well otherwise and was eager to eat 
i) mediately after each bout of emesis. The 
ci ild weighed six pounds, nine ounces at 
birth, gained to eight pounds, but weighed 
oly seven pounds at the time of admission. 
P. ysical examination conducted while bottle 
feeding revealed an alert but dehydrated 
mile infant. In the epigastrium active per- 
is'alic waves were seen passing from left to 
richt. A firm “olive” mass was palpable in 
the right subcostal area. The child was pre- 
pared for surgery by cannulating a vein with 
polvethylene catheter and giving him 160 
cc of five per cent glucose in saline at 25 
drops a minute. A small urethral catheter 
was used to empty the stomach of remaining 
contents. A Fredet-Ramstedt pylorotomy 
performed through a Robertson incision. 
The typical cartilage-like circular muscula- 
ture of pylorus was incised to the depth of 
submucosa to allow mucosal pouting through 
the linear defect. The postoperative course 
was uncomplicated, and the baby retained all 
oral feedings after the first postoperative 
day. He was dismissed to home August 27, 
1954, 

5. Omental Infarction: Segmental tor- 
sion and infarction of the greater omentum 
is infrequent in all age groups and consid- 
ered rare in children. Mitchner® described 
what he believed to be the second example 
of this condition found in the less than 20 
year age group. 

No. 61590. A six-year-old white girl, was 
seen in the outpatient clinic of 3201st USAF 
Hospital on March 17, 1954, with complaint 
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of abdominal pain of three days’ duration. 
The pain began in the periumbilical region 
but seemed to localize in the lower abdomen. 
She had not vomited but in the past 12 hours 
was anorexic. Bowel movement was normal. 
No chills or fever were known to the par- 
ents. Temperature was 100° rectally. There 
was tenderness over the lower abdomen but 
most exquisite in the right lower quadrant. 
There was tenderness in both lower quad- 
rants. WBC 18,000. The preoperative diag- 
nosis was acute appendicitis. The abdomen 
was opened by a McBurney incision. The 
peritoneal cavity contained serosanguineous 
fluid, and digital exploration revealed a mass 
approximately 1.5 cm. in diameter in the 
right lower quadrant. This was delivered 
through the wound and found to be omen- 
tum, some of which was dark and gangren- 
ous. It was initially interpreted as an at- 
tempt by the omentum to wall off an acute 
appendix. Further investigation revealed 
this to be a thick edematous segment of an 
otherwise thin omentum which had become 
strangulated, evidently by torsion of two 
thin walled vessels which were the only vis- 
ible connections of the segment to the re- 
mainder of the greater omentum. These 
vessels were divided and ligated and the in- 
farcted segment removed. A normal appen- 
dix was delivered and excised by usual 
technic. There was no Meckel’s diverticulum, 
neither was there any palpable defect in the 
deep inguinal ring in which the segment of 
omentum could have been incarcerated as the 
basis for this infarction. The abdomen was 
closed in layers without drains. The con- 
valescence was uncomplicated, and patient 
was dismissed to her home on the fifth post- 
operative day. 
Comment 

Tille’? summarized all such cases reported 
in the literature and found appendicitis to 
be the preoperative diagnosis in the over- 
whelming majority of cases. It is most un- 
likely that one will make this diagnosis cor- 
rectly preoperatively, but such is not neces- 
sary for the cure of the patient. What ap- 
pears essential is for the intellectually honest 
operator to make a searching exploration for 


the real diagnosis. 
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Peritonsillar Abscess 


The most common diagnosis of after hours 
visitors is a “bad cold” with a sore throat or 
other manifestation of upper respiratory in- 
fection. Most of these children are treated 
with uniformly good results. This case is not 
one of them: 


No. 60548: This six-year-old white boy 
developed a sore throat January 24, 1954, 
and was treated with intramuscular peni- 
cillin for three consecutive days. Instead of 
symptomatic improvement, the pain and 
swelling seemed to increase. The patient was 
dysphagic and running septic fever. He kept 
his head turned to the left side. There was 
exquisite tenderness and fullness inferior to 
the left angle of the mandible. Severe 
trismus precluded good visualization or 
palpation of oropharynx, but it was thoucht 
the left faucial tonsil was displaced to 
midline, with edema of soft palate and 
uvula. The patient was unable to swallow 
liquids, but there was no _ obstructive 
respiratory symptom. A tentative diagnosis 
of peritonsillar abscess—and possible retro- 
pharyngeal abscess—was made. With the 
patient under general anesthesia and endo- 
tracheal intubation, a careful examination 
of the pharynx was performed, with I and 
D of the then obvious peritonsillar abscess. 
A copious flow of pus was obtained from the 
superior pole of the left tonsil. Culture re- 
vealed a Streptococcus organism, sensitive to 
penicillin in moderate dilution. Antibiotics 
and parenteral alimentation supplemented 
local hygiene in postoperative care. The pa- 
tient was afebrile and taking soft solids on 
dismissal three days postoperatively. 


Comment 


The indications for using general anes- 
thesia may be questioned for this case, as 
most surgical literature specifically states 
local anesthesia is preferable to preserve the 
cough and gag reflexes to obviate aspiration 
pneumonia and lung abscess’. As it was im- 
possible to adequately examine this boy, who 
was as cooperative as any other of this age 
experiencing pain, it was thought unlikely 
and dangerous to attempt a blind stab at a 
pus pocket I could not even see. My decision, 


256 





to no small degree, was influenced by th 
presence of an expert anesthesiologist, wh 
could intubate the trachea and preclude mos 
gross particles from the tracheobronchia 
tree. Two suction tips to aspirate pus at th 
site of incision gave further comfort. Post 
operative studies indicated that our preca) 
tionary measures had been successful. 


Summary 

1. A review of several types of nontrau- 
matic emergencies in pediatric surgery is 
presented with representative case illustra- 
tions. 

2. The presentation, frankly incomplete, 
is void of such important related subjects as 
tracheo-esophageal fistula, atresia of bowel, 
malrotation of bowel with volvulus, and my- 
elomeningocoele. None of these entities was 
recognized at 3201lst USAF Hospital during 
the reported period. 


3. Many times the absolute diagnosis 
could not be established preoperatively ; but 
if the examiner is aware of these possibili- 
ties, the correct diagnosis can be made at 
surgery rather than autopsy. 
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REPORT on MATERNAL MORTALITY 


During 1952 and 1953 in the State of Okla- 
yma, there were 72 deaths involving preg- 
incy or childbirth. Of these, 42 were white 
ymen, 21 were Negroes and 9 were Indians. 
nce there were 101,481 live births in 1952 
id 1953, this represents an average ma- 
rnal mortality rate of 7.1 per 10,000 live 
ths (7.4 and 6.8 respectively for 1952 
d 1953. 

On receipt of the death certificates in the 
ite Department of Health, the Director of 
t e Maternal and Child Hygiene mailed ques- 
t. mnaires to the attendants signing the death 
c rtificates. The questionnaires are devised 
t. obtain information on the basis of which 
fi: ture maternal deaths may be prevented. 
Tie answers are held absolutely confiden- 
tiil; neither the patient’s name nor the doc- 
tor’s name ever appear in print. The pa- 
tient, as well as the doctor, is known only 
by a number on the questionnaire. 


aa 


Because of the large number of question- 
naires (14 or 25 per cent) which were re- 
turned to the committee in 1951, so com- 
pletely lacking in clinical details that it was 
impossible to determine the sequence of 
events which led to the maternal death or 
to intelligently determine the cause of death, 
the questionnaire was revised in 1952 to in- 
clude more specific questions. Although con- 
siderable improvement was obtained, in that 
only 9 out of 26 questionnaires returned con- 
tained insufficient information for assess- 
ment, it is felt that more careful recording 
of pertinent clinical data will result in ever 
greater improvements in the future. 


The Special Committee of the State Med- 
ical Association for the study and preven- 
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tion of Maternal Mortality received returned 
questionnaires on a total of 56 of these 72 
deaths. It is unfortunate that such a large 
percentage of cases (22.2 per cent) must go 
unevaluated because of unreturned question- 
naires. 

Thirty-five of the 56 deaths on which 
questionnaires were returned were consid- 
ered by the committee to be preventable. 
Twelve were considered non-preventable and 
on nine, the committee was unable to deter- 
mine preventability. 

In the 12 deaths which were judged to be 
non-preventable, the diagnoses were as fol- 
lows: Five were due to embolic phenomena 
(one amniotic fluid embolism proven by au- 
topsy), two probable eclampsia, two abrup- 
tio placentae (one with “Couvelaire’s uterus” 
and another with anuria), one coronary 
thrombosis, one lower nephron nephrosis and 
one cardiac tamponade following ruptured 
pericardial vessel. 

For the purpose of the study, pregnancies 
ending between one and 27 weeks are desig- 
nated as abortion, 28 to 37 weeks as pre- 
mature birth, and 38 weeks or more as full 
term births. According to this classifica- 
tion in seven of the 56 cases studied by the 
committee, the death followed abortion. 
There were five deaths in the group which 


Summary of Findings of Maternal Mortality Study 1952-1953 
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Non- Information Deaths Deaths 
Returned Prevent- Prevent- _ Insufficient Deaths Following Following 
Maternal Question- able able for Following Ectopic Ceserean 
Year Deaths naires Deaths Deaths Assessment Abortion Pregnancy Section 
1952 37 25 16 4 5 2 3 
1953 35 31 19 5 2 3 2 
Total 72 56 35 9 7 5 5 
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followed ectopic pregnancy and five which 
followed Cesarean section. 

In 1952 and 1953, 12 deaths which were 
thought to be preventable were caused by 
post-partum hemorrhage alone. In most in- 
stances, there was delayed recognition of 
the severity of the blood loss and failure to 
replace it with sufficient quantities of whole 
blood prior to the development of irreversible 
shock. In other cases, the blood loss was 
recognized but facilities for making blood 
available were absent. 

There were five cases of puerperal sepsis. 
four of which followed abortion. In all four 
of these responsibility was placed upon the 
patient for having induced the abortion and 
for having waited until she was past help 
before seeking competent medical care. In 
one case, in addition to having septicemia, 
the patient developed lower nephron _ne- 
phrosis following a transfusion of incom- 
patible blood. 

Seven deaths occurred directly or indi- 
rectly as a result of toxemia of pregnancy 
(eclampsia). In nearly all instances, inade- 
quate prenatal care, either because the at- 
tending physician failed to provide it or be- 
cause the patient failed to follow his advice, 
seemed to be the deciding factor. In many 
counties, there are health departments with 
visiting nurses whose aid physicians might 
enlist in getting these patients to follow in- 
structions. The committee raised the ques- 
tion as to whether this resource is being 
utilized adequately. 


There were two deaths following rupture 
of the uterus. One followed the use of pito- 
cin during labor and the other followed a 
difficult version and extraction. In neither 
of these cases was the committee able be- 
cause of insufficient information to definite- 
ly assess responsibility for the deaths, but 
ruled that they were preventable. 

Inversion of the uterus, with its accom- 
panying hemorrhage and shock accounted for 
one death. The committee felt that this 
death was due to an ill-advised major sur- 
gical procedure performed before the pa- 
tient had recovered from the shock and hem- 
orrhage incident to inversion. 

In three instances, congestive heart fail- 
ure without any complicating factor other 
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than pregnancy, resulted in the patient’ 
death. In two of these cases there was a lac 
of proper attention to the patient’s cardi: 
situation. 

One death resulted from a lack of ava 
able local hospital facilities for her care. T 
committee interpreted the information fu: - 
nished to this effect and felt it was due ‘o 
the patient’s ignorance and the attendan'’s 
lack of initiative in seeing that she was tak. n 
to a hospital. 

The following cases were selected by ‘he 
committee for publication in the Journal in 
that they present a discussion of problems 
which the committee feels would be of in- 
terest and help to physicians practicing ob- 
stetrics. Permission of the attendants for 
the publication has been obtained through 
the State Department of Health. For ob- 
vious reasons, complete anonymity will be 
maintained. The comments which follow the 
case histories represent the opinion of the 
committee and do not necessarily reflect 
the attitude of the Editors. 


Case No. 97 


This patient had been treated by the 
attendant signing the death certificate fol- 
lowing at least four incomplete criminal 
abortions, self induced, and it was known 
she had been treated for an equal number 
by other physicians. She had six living 
children. 

Her response to sulfonamides, transfus- 
ions and D & C was satisfactory in the first 
three. The fourth abortion was markedly 
septic and transfusions and antibiotics were 
used. After approximately one month of 
hospitalization, hemorrhage made D & C 
mandatory. This was followed by prompt 
recovery. In her past history there had been 
no operations other than frequent D & C’s. 
She had had no serious illnesses. Her per- 
sonal history revealed that she was married, 
her husband was living and well, and a well- 
to-do farmer. 

At the first visit in this pregnancy the pa- 
tient reported intermittent vaginal bleeding 
for three and one-half months. There was an 
increase in blood flow following coitus. Two 
days prior to admission the patient had been 
thrown from a horse and landed on her but- 
tocks, causing considerably more bleeding. 
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On examination she was found to be pro- 
suundly anemic, hemoglobin 5 gms., and the 
erus enlarged to the size of a three to four 

r onths’ pregnancy and contracting, with the 
ssage of blood. Hospitalization was ad- 
sed but refused. 


On the morning of admission to the hos- 
tal, it is stated the patient took approxi- 
itely one teacup of ordinary turpentine by 
uuth to hasten abortion. The patient de- 
<i having visited a professional abortion- 
or to have done anything but take tur- 
ntine to cause an abortion. 


Physical examination on admission re- 

aled an acutely ill, white female with a 

nperature of 102°. There was marked 

llor of the skin and mucous membranes. 

1e lungs were clear, the heart was not re- 
r arkable. The abdomen was tender to deep 
; Upation in both lower quadrants. Pelvic 
e.amination was not done. Rectal examina- 
ton revealed no abnormalities. The blood 
pressure was 120/80 on admission. Shortly 
iter admission to the hospital the patient 
s)ontaneously aborted what appeared to be 
a four-five month’s fetus. The placenta did 
not pass. After approximately three hours, 
bleeding became intense and the patient was 
taken to the operating room where, under 
light Vinethene anesthesia, the placenta was 
easily removed intact with ovum forceps. At 
that time digital exploration of the uterus 
revealed it to be intact and clean. Following 
this the patient received 1,000 cc of type A, 
Rh positive, compatible, whole blood. 


During the following two hours the patient 
developed mild shock with a blood pressure 
of 80/60, but she responded with the in- 
crease in the amount of blood infused. The 
uterus remained well contracted under the 
influence of oxytocics. 


The urine specimen taken at the time of 
admission was normal. At the time of the 
D & C, urine showed four plus albuminuria 
and was positive for occult blood. 


During the evening following operation, 
the patient was noticed to be icteric. She was 
having numerous chills and considerable 
fever. Venapuncture done during that eve- 
ning caused a large ecchymosis to be formed 
there. Hypodermics given for relief of pain 
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left large ecchymotic areas. There had been 
no urine output since surgery. The following 
morning she was markedly jaundiced. The 
blood pressure was 110/70. The uterus was 
well contracted and the lochia had an inten- 
sive, foul odor. Numerous ecchymotic areas 
were scattered over the entire body. It was 
the opinion of the attending physician that 
the patient had a lower nephron syndrome 
associated with a septic, incomplete abortion 
and a questionably incompatible blood trans- 
fusion. 


On that day the patient was re-typed, us- 
ing another company’s typing serum, and 
found to be Rh negative. Unfortunately, she 
had received 1,000 cc of Type A, Rh positive 
blood before this was rechecked. It is stated 
the first typing serum used was later found 
to be unreliable. The remainder of the blood 
given during hospitalization was all A neg- 
ative. She received a total of eight blood 
transfusions. 


The initial blood count revealed 7 grams 
of hemoglobin, 3,000,000 red cells and 7,000 
white cells. Two days later the hemoglobin 
was five grams and the red count 2,000,000. 
The hematocrit was 17 per cent. The icteric 
index on Ostober 24th was 128 units and dur- 
ing her hospital stay progressively fell to 
within normal limits. The cephalin floccula- 
tion was four plus positive. Blood urea nitro- 
gen was 4.2 mg. per cent on October 24th 
and varied to as high at 148 mg. per cent. 
Urinalyses showed two to three plus albu- 
minuria at all times and became progressive- 
ly alkaline as the illness continued. The out- 
put of urine each 24 hours varied from 60 
ec. to 5410 cc. 


Daily parenteral fluids were given and 
300,000 units of aqueous procaine penicillin 
administered every 12 hours during hospital- 
ization. Ergonovine Malleate was given 
three times a day during the first three days 
of hospitalization. Pain was controlled by 
the administration of demerol. 


Consultation was obtained from three 
physicians. Electrocardiograms were taken 
daily and none showed any significant altera- 
tion in the blood potassium. 


On 10th post-operative day the patient be- 
came delirious and had marked hallucina- 
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tions which were associated with a marked 
bradycardia. Six days later she had two hard 
convulsions which were partially controlled 
by the use of intravenous barbiturates. The 
convulsions continued intermittently for the 
next two days. The patient expired 24 days 
after operation in a markedly delirious 
state. During her hospital stay she was 
afebrile except for the day of admission 
when the temperature rose to 102° and be- 
fore her expiration to 105 

Autopsy was obtained and was limited to 
the abdominal cavity. The pathologist’s di- 
agnosis was “Lower nephron nephrosis with 
retained products of conception in the 
uterus.” 


Committee’s comment—This is apparently 
a death due to lower nephron nephrosis 
which developed as the result of administra- 
tion of incompatible blood. It must be classi- 
fied as preventable. The factors by which it 
might have been preventable were certainly 
beyond the control of the attendant; namely: 
ignorance of the patient and defective typing 
sera. The committee agreed that the patient 
received all the benefits of energetic, enlight- 
ened treatment once she came under treat- 
ment. 


It was suggested by the consultant in 
pathology that the typing sera should be 
checked periodically against known cells. 
This can be done using cells from individuals 
in the laboratory whose type and Rh are 
known. This is necessary regardless of the 
source of the sera because all serum under- 
goes gradual deterioration. 


Apparently the diagnosis of the septic 
abortion, which appeared on the death cer- 
tificate, was not confirmed by the autopsy. 


Case No. 104 

This patient was seen by the attendant 
signing the death certificate in the second 
month of pregnancy. She had a history of 
diabetes since the age of 12 years and was 
taking 50 units NPH insulin daily. She had 
never dieted strictly and could not be con- 
vinced of the necessity for this. 


At the first visit the findings on examina- 
tion were essentially normal. She would not 
consent to a vaginal examination and no 
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vaginal examination was done during hi 

prenatal course. Her blood sugar was 14) 
mgm. per cent, Rh negative, husband’s R 

positive, Wassermann negative, blood cou 

normal and urine negative. 

During her prenatal course there was e\ i- 
dence of trichomonas vaginalis and of pyo- 
litis on nine of the 25 office visits. She wis 
treated with streptomycin and gantrisin. 


On November 13, 1952, the first rise in | er 
blood pressure was noted, being 170/100, «nd 
she was advised bed rest. Hospitalization 
was also advised, but apparently refused tin- 
til November 22nd, at which time she had 
edema of the hands and feet, blood pressure 
220/100, and complained of headache and 
blind spells. 


Labor began five hours after admission to 
the hospital and Cesarean section with a low 
cervical transverse incision, under spinal 
anesthesia, was performed three hours later. 
It had been planned to do a Cesarean section 
on this date. Indications listed were diabetes, 
toxemia of pregnancy and acute nephritis. 
The baby was alive and was large, although 
delivery was three weeks premature. The 
placenta was delivered manually through the 
incision. The patient was not in serious con- 
dition during the operation. 


Following operation repeated blood sugar 
determinations and urinalyses were done. 
The diabetes was controlled by intravenous 
glucose and insulin. No blood transfusions 
were given, but she received plasma on two 
occasions. There was no evidence of infec- 
tion or phlebitis and no elevation of tempera- 
ture. A consultation was requested because 
of a “combination of serious circumstances.” 

Death occurred the third day after admis- 
sion. No autopsy was obtained. 

Committée’s comment—This was a death 
in a 22 vear old girl three days following 
delivery of her first pregnancy by Cesarean 
section. The indications for the section given 
by the attendant were diabetes, toxemia of 
pregnancy and acute nephritis. 


The description of the clinical course fol- 
lowing the operation was not sufficiently 
complete to determine the cause of death, or 
to verify the causes of death as listed on the 
death certificate. It was stated that her 
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diabetes was controlled. She was not given 

hiood but did receive plasma on two occas- 
ns. There was no evidence of infection. 
ere Was a consultation. 

It was noted that the diagnosis of shock 

is included in the causes of death but there 
wis no mention of the patient’s blood pres- 

re following operation, nor the amount of 
b eeding. Since spinal anesthesia was used, 
| ood pressure determinations before, during 

d after operation should have been par- 
t ‘ularly important. 

The committee considered the patient’s 
|; -k of cooperation during her pregnancy 
x» .d felt that she certainly should be charged 

th some of the liability for her death. 
| owever, it had suggestions to make con- 
c rning the care which was given the pa- 
ti nt by the attendant. No treatment other 
ti an bed rest was mentioned before hospital- 
ivition. It may have been that the patient 
refused to take any treament, or, as a mat- 
ter of fact, it is not known that she even 
accepted the advice of bed rest. Following 
hospitalization, the committee felt that it 
probably would have been better to allow the 
patient to proceed in labor and determine if 
pelvic delivery was possible. Since the preg- 
nancy was three weeks prior to term, even 
in a diabetic the baby might not have been 
oversize. Present day obstetrics does not as 
a rule include toxemia per se as an indica- 
tion for Cesarean section. Likewise, nephri- 
tis is not so considered, although the evidence 
for a positive diagnosis of nephritis was not 
included in the questionnaire. 


lf Cesarean section is done in the presence 
of severe toxemia, spinal anesthesia, because 
of its potential effect on the blood pressure, 
is not often the anesthesia of choice. Excep- 
tions are large institutions with experienced 
personnel providing all safeguards to the 
patient. Local infiltration anesthesia is pref- 


erable. 


Diabetes in pregnancy sometimes consti- 
tutes an indication for Cesarean section, us- 
ually because of the tendency to oversize 
babies, and the tendency for intrauterine 
fetal death prior to full term. In those few 
cases of toxemia of pregnancy where Ces- 
arean section is chosen as the means of 
terminating the pregnancy, it should only 
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be chosen after a thorough attempt at alle- 
viation of the toxemia for a minimum period 
of 24 hours. 


The committee could not abstain from 
pointing out in this case that the only treat- 
men toward the toxemia, which accompanied 
the diabetes, was immediate Cesarean sec- 
tion. The reason that Cesarean section is not 
advocated for the interruption of pregnancy 
in patients with toxemia of pregnancy is the 
well-known fact that these patients do not 
stand any operative procedures well, with 
the resultant marked increase in maternal 
mortality. 

The committee also pointed out that ap- 
parently there was some need for blood re- 
placement here, although no blood counts or 
blood pressure record post-operatively was 
submitted in the questionnaire. The fact that 
the patient was given two units of plasma 
would indicate that there was need for such 
replacement. The attendant did not mention 
that whole blood was not available, but he 
did state on the questionnaire that perhaps 
a “blood bank might have helped.” If this 
means that whole blood was not available at 
the institution where the Cesarean section 
was done, the committee urgently recom- 
mends that measures be taken to provide 
such facilities. Any institution which ac- 
cepts obstetrical patients, whether they be 
for Cesarean section or not, should be pre- 
pared to give whole blood on short notice. 


In summary, the committee’s suggestions 
in this case were as follows: More vigorous 
treatment of the toxemic manifestations 
prior to hospitalization. Treatment of the 
toxemia by conservative medical means after 
the patient was hospitalized, with no inter- 
ruption of the spontaneous development of 
labor. Questioned the use of spinal anes- 
thesia—local preferable (in this case). Mak- 
ing accessible and using suitable quantities 





of whole blood to replace excessive amounts 
lost. 

As to cause of death, the committee could 
only verify the diagnoses of diabetes mellitus 
and toxemia of pregnancy, preeclampsia. 

Case No. 132 
The summary of this patient furnished by 


the attendant is reproduced in toto: 
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This patient was admitted to the hospital, 
had a spontaneous delivery of a _ seven 
months premature infant the next day, and 
expired 17 days later. 


This patient first came to us for prenatal 
care during her second month of pregnancy. 
The patient had always enjoyed good health, 
and examination at the time of the initial 
visit indicated only normal findings. The 
patient had undergone an uncomplicated ap- 
pendectomy and T & A several years previ- 
ously. She had had the usual childhood dis- 
eases. Her weight was 150 pounds and her 
heart and chest were negative. There was 
a right McBurney scar. Pelvic examination 
indicated early pregnancy. No pelvic path- 
ology nor pelvic masses were found on ex- 
amination. Her Wassermann was negative 
and her blood pressure 110/70. Blood group 
was type A, Rh factor positive. 


The patient was seen again in one month, 
at which time her mother suggested that the 
patient had had an exposure to gonorrhea in 
the recent past. On examination no clinical 
evidence of an acute cervicitis was present, 
but smears were taken -nevertheless at this 
time from the cervix. A few gram-negative 
extracellular diplococci were found on this 
smear. At that time the patient was given 
600,000 units of penicillin daily for four 
days. 


The patient was admitted to the hospital 
at the end of seven months having very light 
and irregular uterine contractions. Her blood 
pressure at this time was 120/80, her weight 
was 15714 pounds. Albumin and sugar were 
negative on urinalysis, and the hemoglobin 
was 87 per cent. She had shown no excessive 
weight gain or peripheral edema. The next 
morning her labor became active, her cervix 
dilated rapidly, and she had a spontaneous 
delivery after only six hours of active labor. 
No episiotomy was required, and the patient 
received only nitrous oxide and oxygen at 
the time of delivery. She had been previous- 
ly sedated with 100 mg. of demerol and 1/150 
gr. of scopolamine. During her course of 
active labor, before being well sedated, the 
patient had complained of having more ach- 
ing on the right side of her uterus than in 
the midline or in the back. The placenta and 
membranes were expressed complete a few 
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moments after delivery and total blood los 
was less than 100 cc. Postpartum blo 
pressure was 120/70. The first 12 how 
postpartum course was uncomplicated, e 
cept that the patient showed tenderness 
palpation in the right lower quadrant alm« 
immediately after delivery. 

Twenty-four hours after delivery the ).- 
tient was seen by an obstetrical counsulta: t, 
who noted that the patient complained of 
pain in the right lower quadrant unless sre 
lay very quietly. The patient declined fod, 
her temperature was 100, pulse 100. 1 
uterus was firm; the lochia was normal. 
There was tenderness to palpation in the 
right lower quadrant just to the right of the 
uterus. This tenderness was also present 
over the right kidney. No spasm was pres- 
ent. Urinalysis was negative, and KUB was 
negative. The patient was started on ter- 
ramycin orally. During the day the patient's 
temperature rose steadily to 103 degrees by 
mouth. Her pain localized to an area at the 
right cornu of the uterus with right kidney 
tenderness of a marked degree. There was 
no distention, rigidity or spasm of the ab- 
domen. Examination of her legs was nega- 
tive. She also complained of some dysuria, 
and an intravenous pyelogram done that day 
showed function on both sides. The patient 
was seen in consultation by a urologist and 
a general surgeon on that day but it was 
thought that there was no definite evidence 
of acute abdomen. 

The following day a sterile vaginal exam- 
ination showed no evidence of vaginal or 
cervical injury. No hematomas were felt. 
There was no palpable mass or tenderness in 
the cul-de-sac. No palpable mass in either 
fornix. On bimanual pelvic examination, 
there was marked tenderness near the right 
cornu of the uterus; the same was found on 
abdominal palpation. No definite induration 
or mass could be felt, however. The patient 
was seen again in consultation by the general 
surgeon and obstetrician. At this time the 
white count had increased from 16,000 to 
24,000 with 89 per cent polys. A catheterized 
urine specimen was negative. Flat plate of 
the abdomen revealed questicnable loops of 
small bowel that were distended. Since ab- 
domina] findings persisted, with marked ten- 
derness to the right of the uterus and with 
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tne increase of the white count, it was 
ought that either an intestinal obstruction 
an abscess in the area of the right broad 
rament could not be ruled out. 


Forty-eight hours after delivery an ex- 

yratory laparotomy was performed under 

neral anesthesia. At this time the right 

be was swollen, hard and edematous, with 

flammatory process extending up the right 

arian ligament. Gross diagnosis in the op- 
« ating room was in error. A right salpin- 
ctomy was done. The left tube and ovary 
re normal. No adhesions were found. The 
ecimen was opened in the operating room 
d a culture obtained. Fimbriated end of 
» tube was closed. No growth was ever 
tained from the culture. The pathologist 
r ported the specimen as an oviduct with 
h morrhage and acute inflammation. Sub- 
s quently this report was found to be in er- 
r rand review of the cut sections two weeks 
‘er, when the patient had developed bi- 
|: teral thrombophlebitis of the lower ex- 
tremities, revealed the normal lumen of the 
r ght tube in proximity to the vein which had 
contained a large thrombus. The correct 
pathology report originally should have been 
right pelvic thrombophlebitis with normal 
tube. It had been noted at the time of the 
operation that the inflammatory process ex- 
tended up the right ovarian ligament and 
probably up the right ovarian vein to the 
area of the right kidney, which would have 
accounted for the tenderness over the right 
renal area. 


Following the operation, the patient ran 
a septic course for two weeks, during which 
time she received large doses of penicillin 
and dihydrostreptomycin. Terramycin was 
started orally. 


On 18th post-partum day, the patient sud- 
denly developed marked edema of both legs 
and thighs. There was severe tenderness in 
both calves, thighs and groin. No abdominal 
masses were palpable. At this time the pa- 
tient was unable to move the lower extrem- 
ities without severe pain, and a diagnosis of 
pelvic thrombophlebitis of the lower extrem- 
ities and pelvic veins with possible extension 
to the vena cava was made. There was no 
chest pain or cough, and the chest was clear 
on examination. The patient was seen in 
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consultation by an internist, surgeon, ob- 
stetrician, and general surgeon. At this time 
the findings were somewhat more marked in 
the left leg rather than in the right; however, 
Homans’ sign was positive bilaterally. Due 
to the extensive involvement, it was thought 
that a ligation of the vena cava was indicated 
at once. The patient was given a spinal an- 
esthesia of procaine 100 mgs. and pontocaine 
12 mgs. and expired on the operating table 
15 minutes later due to cardiac arrest before 
an incision could be made. The usual meas- 
ures including introduction of an _ endo- 
tracheal tube with controlled respiration and 
cardiac massage were without avail. 


Conclusion 


It is our impression that this patient de- 
veloped right pelvic thrombophlebitis at the 
time of delivery, either immediately before 
or afterwards. The patient was still afebrile 
12 hours after delivery. Pathology report on 
the specimen two days after delivery at time 
of the operation was misleading. A correct 
diagnosis at this time would have certainly 
altered our course of treatment. No antico- 
agulants were administered during the next 
two weeks when they would have probably 
been indicated. The immediate cause of 
death could have been due to cardiac arrest 
from the spinal anesthesia, or could have 
resulted from a pulmonary embolus. No au- 
topsy was obtained. 


Committee’s comment — The committee 
was largely in agreement with the conclusion 
of the attendant, in that the patient’s death 
was due to the pelvic thrombophlebitis on 
the right side which developed incident to 
delivery. It agreed also that a correct diag- 
nosis at the time of operation two days post- 
partum would have altered the course of 
treatment and might have prevented the pa- 
tient’s death. The committee speculated up- 
on the possibility that there was latent in- 
fection in the parametrium from the pelvic 
infection which was diagnosed early in the 
pregnancy. 

The committee felt that this death may 
have been preventable but that the factors 
which would have been operative in its pre- 
vention were beyond the control of the at- 
tending physician. 
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Case No. 131 


This patient was first seen by the attend- 
ant signing the death certificate in the ninth 
month of her pregnancy, about two weeks 
prior to death, which occurred on the esti- 
mated date of confinement. No results of 
this examination are given in the question- 
naire. The Wasserman was reported as neg- 
ative. The patient had had no prenatal care 
previously. It is stated that the membranes 
ruptured seven days before the birth of the 
baby and the attending physician was not 
called at that time. 

She was admitted as a charity patient. 
Labor was quite long, approximately 60 
hours, with irregular contractions and ex- 
treme back pain. Demerol, 700 mgs., spaced 
over a three day period, was given to lessen 
labor pains, with benzedrine, 5 mgs. added 
to each dose of demerol. One vaginal exami- 
nation was done under sterile precautions 
prior to delivery. Under nupercaine spinal 
block (low) 2.5 mgm., the child delivered 
spontaneously without the use of forceps and 
was stillborn. The patient was very exhaust- 
ed, lost a considerable amount of blood and 
the blood pressure was unobtainable. The 
placenta was delivered and the episiotomy 
was repaired. The patient had excessive 
bleeding immediately postpartum and her 
condition was quite poor prior to this. She 
had several convulsive seizures following de- 
livery. Consultation was obtained with 
other staff members because of the prolonged 
labor and exhaustion of the patient. 

The consultant who examined the patient 
prior to delivery stated in the questionnaire 
that the heart and lungs were normal, ab- 
dominal examination revealed a full term 
pregnancy, the patient’s weight was given 
as 232 pounds, blood pressure 125/80. The 
pelvic measurements by two other staff doc- 
tors were determined to be adequate. Urin- 
alysis showed a trace of albumin, microscopic 
examination revealed 10 w.b.c., occasional 
r.b.c. The white blood count was 8,800, red 
blood count, 4.04 million. The consultant 
stated the labor was prolonged because of 
the patient’s obesity, relative dystocia due 
to a large baby and a minimally adequate 
birth canal. 

The patient expired about 50 minutes af- 
ter delivery. No autopsy was obtained. 
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Committee’s comment — The committe 
ruled that this was a preventable death an 
that there were three factors or phases j 
the patient’s management which might ha\ 
operated to prevent the death. In the fir 
place, the patient had no prenatal care. Th 
may have been, and probably was, her ov 
responsibility and was due, probably, to i 
norance. In the second place, she apparen? 
was neglected during a very long and dif) i- 
cult labor, during which time the baby dicd 
(although it was not stated for certain that 
the baby was alive at the beginning of <\c- 
livery, it was stated that the membranes had 
been ruptured for one week prior to the on- 
set of labor.) Neglect during labor was man- 
ifested by failure to support the patient ace- 
quately with parenteral fluids. The attend- 
ant himself stated that if he had to do it 
over again he would have given the patient 
such support during her labor. It is hard 
for the committee to understand how a pa- 
tient could be followed in labor and given 
sedation to the amount of 700 milligrams of 
demero] without any attention being given 
to the patient’s fluid balance. The third 
phase in which prevention might have saved 
the patient’s life was immediately postpar- 
tum, when it was stated that she was ex- 
tremely exhausted, had lost considerable 
blood and that the blood pressure was un- 
obtainable. In the face of all this there was 
no attempt at replacement of blood or even 
plasma or glucose. With such prolonged la- 
bor, even though she were making adequate 
progress during the labor and an uncompli- 
cated delivery was anticipated, ordinary cau- 
tion would have dictated the preparation of 
blood for transfusion or some type of fluid 
replacement, even if blood was not required. 


The committee noted that the institution 
in which the patient was cared for was one 
where obstetrical patients are cared for regu- 
larly. Any institution which admits patients 
for obstetrical care must be equipped and 
prepared at all times to give whole blood, as 
well as other parenteral fluids, and the at- 
tendants who are responsible for the patients 
in these institutions must be ever alert to 
the necessity for these supportive measures. 
As long as these things are disregarded, 
needless loss of life of mothers and babies 
will continue. 
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General Hypertrophic OSTEOARTHROPA THY 


From the time of Hippocrates clubbing of 
e fingers has been recognized as an inter- 
ting and sometimes helpful finding in cer- 
in cases of chronic pulmonary or cardiac 
sease. Many studies have been made on the 
bject, but no satisfactory explanation of 
e phenomenon has been found. 
In discussing acromegaly in 1889, Bam. 
rger mentioned a condition related to hip- 
cratic clubbing as one of those to be con- 
lered in the differential diagnosis of acro- 
egaly. Marie described this interesting 
ndition again in 1890 and named it hyper- 
ophic osteoarthropathy, but organized 
idies of this disorder are infrequent even 
the present time. Only in recent years 
ive case reports appeared in the literature 
ith increasing frequency. One may hope 
t iat the increasing literature on the subject 
ralds a general recognition of the condi- 
yn among practicing physicians. 
Although some have considered it related 
to simple clubbing, hypertrophic osteoarthro- 
pathy assumes a much more commanding 
sture in its clinical aspects. It is severe 
and tremendously painful in some patients 
and is invaluable in foretelling of pulmonary 
malignancy in some instances months before 
such a lesion is detectable on radiologic ex- 
amination. 

Let us look closer at this fascinating con- 
dition. Marie’s original description of 1890 
need not be changed. “It is symmetrical os- 
teitis of the four limbs, chiefly localized to 
the phalanges and terminal epiphyses of the 
long bones of the forearms and legs, some- 
times extending to the roots of the limbs and 
flat bones and accompanied by a dorsal 
kyphosis and some affection of the joints.” 

In elaborating on this description one 
should emphasize that cases of hypertrophic 
osteoarthropathy are known to present them- 
selves in any of several ways but most often 
with either (1) the appearance of clubbing 
itself, (2) pain and tenderness along the ex- 
tremities, (3) stiffness and tenderness on 
movement of the peripheral joints, or (4) 
advanced periosteal lesions without symp- 
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toms. One can easily see the possibilities of 
confusing this syndrome with rheumatoid 
arthritis or some forms of degenerative joint 
disease. There is an interesting and helpful 
observation regarding the appearance of the 
painful, acute form of the disease. The great 
majority of such cases (99 per cent accord- 
ing to one author) seem to be secondary to 
carcinoma of the lung, whereas the less se- 
vere or asymptomatic forms are more often 
related to other conditions, such as suppura- 
tive pulmonary disease or congenital heart 
disease. 

To increase our familiarity with the clin- 
ical picture we may briefly look at four typ- 
ical cases—one reported by Dutoit', two 
reported by Pattison’, and one seen at the 
Oklahoma City Clinic (case 4). 

Case 1'. A white man, age 40, had pro- 
gressive bilateral swelling of the ankles. One 
month after onset the patient developed pain, 
tenderness, slight swelling and warmth of 
both knees. The pain was aggravated by 
movement of the joints. Roentgenograms 
showed clubbing but no chest lesion. Five 
months after onset the patient began having 
pain in the right hip and thigh which later 
proved to be due to metastases. Five and 
one-half months after onset there occurred 
severe hemoptysis and intermittent pain in 
the shoulder. Roentgenograms showed a lung 
lesion which later proved to be an adeno- 
carcinoma. 

Case 2*. A white man, age 52, experi- 
enced pain and swelling of the hands and 
feet, later his knees, hips, and shoulders be- 
came similarly involved. Five months later 
he developed hard, painful breasts and lost 
25 pounds weight despite a good appetite. 
There were no significant symptoms refer- 
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abie to his chest. A tentative diagnosis of 
acromegaly was made on admission. The 
sedimentation rate was rapid (figure was 
not given), and chest roentgenogram eight 
months after onset showed a lesion in the 
upper one-third of the right lung, later found 
to be a carcinoma which was not classified. 


Case 3°. A white man, age 51, who had 
a questionably productive cough for three 
years, began experiencing swelling and pain 
in both ankles and legs. A month later he 
began to exhibit symptoms of tumor of the 
frontal lobe. Three months after onset of 
ankle and leg pain the patient was found 
on examination to have clubbing of the 
fingers and toes, and tenderness to pressure 
over the distal tibiae. A chest lesion (later 
proved to be a bronchogenic carcinoma) was 
seen on roentgenogram and periosteal pro- 
liferation of fibulae, tibiae, radii were found. 


Case 4. A white man, age 55, was first 
seen in July, 1953, had had hemoptysis for 
the past five days and had had bouts of 
coughing during this time. No pain, fever, 
nor pedal edema had been noted. The pa- 
tient had smoked two packages of cigarettes 
daily for years and had been a rather heavy 
drinker. Blood pressure was 230/120. A 
roentgenogram showed infiltration in the 
left upper chest which was thought to be 
probably early tuberculosis. “Doubtful” acid 
fast bacilli were reported on one smear. Cul- 
tures were negative. Further studies by a 
phthisologist failed to confirm the presence 
of tuberculosis, and recurrent hemoptysis at 
rare intervals seemed to be associated with 
hypertension which was higher than usual. 


One year after the onset of the first 
hemoptysis the patient returned to this clinic 
because of urticaria. This improved under 
treatment with cortisone. Blood pressure at 
that time was found to be 120/80 (an un- 
explained drop from the previous sustained 
elevation of 230/120 the year before and 
212/126 in 1944). It remained at 100-120 
systolic thereafter. Two weeks after the on- 
set of urticaria, the patient began to have 
“tremendous aching” in the lower legs in 
the afternoons and evenings after he had 
been on his feet much. Examination showed 
1-2+- -pitting edema of the lower legs ex- 
tending two-thirds of the way to the knees. 
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Definite clubbing of the fingers and toes wa 
evident. The feet appeared warm and dusky 
Urticarial lesions of the lower legs and wrist 
recurred. On cortisone therapy (25 mg. I.M 
daily) the aching in the legs diminishe 

within a few hours and the skin lesions sul 

sided. Aching of the extremities varied wit 

cortisone therapy but was still evident unt | 
the time of operation. Typical perioste 
new-bone formation was noted radiologica! 
along the tibiae and fibulae. Six weeks aft 
the onset of the aching in the legs the patie :t 
underwent a palliative left pneumonector 
for bronchogenic carcinoma involving the le/t 
upper lobe and the thoracic wall. The morn- 
ing after the operation the patient felt that 
his legs were completely comfortable for the 
first time in weeks. The post-operative 
course was complicated by an empyema dur- 
ing which he exhibited acute adrenal insuf- 
ficiency which responded dramatically to 
cortisone intramuscularly. No further ach- 
ing in the legs occurred. Postoperative irra- 
diation was given, but the patient continued 
downhill and expired five weeks after surg- 
ical intervention. Postmorten examination 
confirmed the presence of extensive visceral 
metastases. Complete carcinomatous replace- 
ment of the right adrenal incidentally sug- 
gested a basis for the relative hypotension. 


< 


The main symptoms and signs of pulmo- 
nary osteoarthropathy consist of the follow- 
ing: (1) painful swelling of the extremities, 
particularly the distal or more dependent 
portions, with edema and hypertrophy of 
the subcutaneous tissue; (2) joint involve- 
ment including pain, swelling, stiffness and 
sometimes redness; (3) clubbing of the fin- 
gers and toes; (4) muscular weakness; (5) 
burning sensation and increased sweating of 
the hands and feet; and, occasionally, (6) 
unequivocal gynecomastia. 

The pain in the extremities in case 4 was 
related to posture and was so intense that it 
kept the patient from being on his feet for 
more than a few hours at a time. It was 
reminiscent of the pain of an abscess of a 
terminal fat pad of a finger, relieved by ele- 
vation and accentuated by dependency. It 
was associated with a congestive type of 
bluish-red cyanosis, engorged veins, and 
edema, suggesting initially some blocking of 
the vena cava. 
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Roentgenographic findings are usually 
pical. Swelling of the soft tissues is seen 
the fingers and toes with clubbing, al- 
ough this is not a constant feature. In 
me instances tufting of the terminal pha- 
nges is indistinguishable from that seen in 
romegaly. Periosteal new-bone formation 
primarily in the long bones of the extrem- 
es, usually first along the distal third of 
e forearms and the legs below the knees. 
iter there is involvement of the proximal 
tions of these bones, then the lower ends 
the femora and humeri and lastly, the 
nall bones of the hands and feet. Periosteal 
anges diminish near the expanded ends 
the diaphyses. New bone is first deposit- 
on the dorsal or extensor surfaces, and 
e greatest involvement remains in these 
‘eas. There have been only a few cases in 
hich roentgenological evidence of resorp- 
yn of the newly formed bone has occurred. 
t this clinic we have seen one such case of 
eumatoid arthritis with asymptomatic 
teoarthropathy in which, after three 
onths of symptomatic treatment for arth- 
ritis, the bone changes seem to be regressing 
radiologically without appearance of a pul- 
monary lesion. Pathologic studies add evi- 
dence of inflammatory and degenerative 
changes in the joint capsules themselves to 
those changes of periosteal new-bone for- 
mation along the shafts of the long bones. 


The course of this syndrome may be quite 
variable; it ranges from a slow asympto- 
matic process to a rapid, excruciatingly pain- 
ful involvement of the extremities and ten- 
derness of the breasts. In one study? of 14 
patients with general osteoarthropathy sec- 
ondary to carcinoma of the lung, the first 
complaint of any type in all 14 was referable 
to painful joints. In 5, cough developed 
within three months of the joint pain. Club- 
bing of the fingers was present in all 14. 
The absence of clubbing, it should be noted, 
does not exclude a diagnosis of general osteo- 
arthropathy. In some studies, eight out of 
10 patients had joint pains two to four 
months before clubbing appeared. The 
symptoms of the acute or rapid form may 
frequently be intermingled with those of 
metastases to the skeletal or central nervous 


system. In severe cases the course usually 
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parallels or overshadows the progress of the 
primary disease. 

Several means recorded in the literature 
are effective in terminating or interrupting 
the relentless progress of this condition. The 
most effective means of attack is to remove 
the offending lesion surgically if such is 
feasible. Almost without exception patients 
who have suffered uncontrolled distress for 
months have awakened the day after opera- 
tion and found their extremities completely 
comfortable. Roentgen therapy of suscept- 
ible neoplasms may result in similar relief, 
but palliative radiotherapy of inoperable les- 
ions is usually of no avail. Specific therapy 
of other primary disease, such as initiating 
chemotherapy in cases of subacute bacterial 
endocarditis’, or surgical amelioration of 
congenital heart disease associated with oste- 
oarthropathy, may offer striking and rapid 
relief. 

A few other instances of relief from the 
pain of this condition are of more academic 
than practical interest thus far. Some pa- 
tients undergoing exploratory thoracotomy 
obtain relief, although the lesions are found 
inoperable. Experimental procedures, such 
as denervating the involved lung or merely 
ligating the corresponding pulmonary artery, 
have been reported effective. 

The incidence of general osteoarthropathy 
was reported in one surgeon’s experience to 
be about two per cent of his cases of lung 
carcinoma’. A study of 139 cases of lung 
cancer revealed an incidence of no less than 
10 per cent*®. Osteoarthropathy seems to ap- 
pear most prominently before middle life and 
affects males eight times as frequently as 
females. There was no apparent relationship 
to the size of the tumor nor the type of ma- 
lignancy in one study. Almost all lung tu- 
mors were located peripherally and in very 
few was it visualized by bronchoscopy at 
first. 


We shall see that although many pieces of 
the current puzzle have been found, they 
have not as yet been fitted together in a 
manner suitable to include them all. The list 
of conditions which have been associated 
with osteoarthropathy is formidable, and its 
diversity is almost amusing. It has been 
noted that the great majority of primary 
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conditions are affections of the viscera, 
usually of the thoracic cavity and usually 
pulmonary, but here generalizations cease. 
A partial list of conditions would include 
carcinoma of the lung and other intrathor- 
acic malignancies, bronchiectasis, lung ab- 
scess, empyema, tuberculosis, congenital 
heart disease, subacute bacterial endocar- 
ditis, biliary cirrhosis, ulcerative or amebic 
colitis, rectal strictures, pyloric obstruction, 
sprue, myxedema, polyposis of the colon, car- 
cinoma of the nasopharynx, carcinoma of the 
thymus, leukemia, and polycythemia vera. 


At least for the present we can dismiss 
any hope of arriving at a common denomi- 
nator for this list of conditions and thereby 
the solution of the pathogenesis of general 
osteoarthropathy. But, although the final 
answer is not known, a number of fascinat- 
ing clues have been found. 


Well known studies on circulatory changes 
in the fingers have shown that the blood flow 
is increased in acquired clubbing, whereas 
in the congenital form no circulatory changes 
at the finger tips are seen®. 

The increased sludging and rouleaux for- 
mation in most diseases associated with os- 
teoarthropathy tend to decrease oxygena- 
tion of the tissues, and increased peripheral 
blood flow may be an attempt at compensa- 
tion. Anoxia certainly seems to have some 
role to play. The only successful surgical re- 
production of osteoarthropathy in animals 
has been by anastomosis of a branch of the 
pulmonary artery to the left auricular ap- 
pendage to establish a degree of chronic an- 
oxia. A corollary of this experiment is noted 
in the report of a patient with tetralogy of 
Fallot who was operated on and in whom the 
associated osteoarthropathy was promptly 
improved by the increased oxygenation’. 


Hydrostatic factors and edema also seem 
to have a significant place in the condition 
as evidenced by the pain produced by de- 
pendency and relieved by elevation of the 
extremities. The initial distribution of the 
periosteal lesions is toward the distal or de- 
pendent portions of the extremities, and 
gross and microscopic studies show edema 
in the periosteum and involved soft tissues. 
One may surmise that a possible casual re- 
lationship exists among tissue anoxia, in- 
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creased peripheral circulation, gross and mic 
roscopic edema and the bony changes secor 
dary to periosteal proliferation. 


Another interesting facet of the proble: 
of pathogenesis is the possible endocrine i) 
volvement. Some cases of osteoarthropat} 
are notable in their clinical resemblance 
acromegaly in which the patient has e| 
phant-like feet, spade-like hands, promine 
malar bones and tufting of the termini! 
phalanges. Another finding that can hard'y 
be accounted for on any basis other than « 
docrine is that of bilateral unequivocal gy1 
comastia, no rarity though perhaps less com- 
mon than some other features of osteoarthro- 
pathy. Eosinophilic hyperplasia* and even 
basophilic adenomata have been described in 
pituitaries of patients with osteoarthropathy. 
Multiple cysts of the adrenal cortex were as- 
sociated with pituitary eosinophilic hyper- 
plasia in one case. In at least one case osteo- 
arthropathy has occurred after surgical in- 
tervention for hyperthyroidism which was 
followed by hypothyroidism and progressive 
exophthalmos. 


aoe 


These observations may be assembled at 
some time in the future to complete a well- 
integrated concept of general hypertrophic 
osteoarthropathy, but even now the know!l- 
edge available can be extremely helpful in 
differentiating cases of acute bone and joint 
disease susceptible in some instances to dra- 
matic cure. 

Perhaps even more important to re-em- 
phasize is the observation that many of the 
cases present joint symptoms months befor: 
pulmonary symptoms or the radiologic ap- 


pearance of lung cancer. 
(I wish to express appreciation to Dr. Edmond H. Kaln 
for his helpful criticism of this paper.) 
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Special Artic e 


‘reparation and Presentation 


of MEDICAL 


For a long time a number of aspects of 
is subject have been of great concern to 
e so I welcome the opportunity to present 
y thoughts on them to a combined group 
lawyers and doctors. 

Everyone here is necessarily aware that 
edical evidence assumes a vital role in 
any fields of law. For some 35 years my 
w practice has been closely associated with 
e litigation arising from personal injuries 
id this experience will be the basis for my 
speech. 


Trial procedures are alien and maybe even 
pulsive to physicians who are accustomed 
making their own investigations in man- 
rs of their own choosing, to obtain what 
hey believe to be the truth. Their opinions 
nus formed are listened to with deference 
and respect. When a doctor appears in a 
uurtroom it is a different proposition. He 
is not permitted to ask pertinent questions, 
nor express an opinion freely; he is ordered 
when to speak and when not to speak. He 
may be asked to express an opinion on some 
hypothetical question, when he considers the 
statement of facts entirely distorted. He 
must state his opinion and instead of having 
his views received with the customary def- 
erence and respect, is disconcerted to find 
his motives, his professional competence and 
even his intelligence impugned; his pro- 
nouncements are misstated and maybe twist- 
ed into absurdities. 


eo - = m= 


Thus we lawyers ought not to wonder why 
physicians usually dislike and even resent 
the role of medical witness. The trial lawyer, 
therefore, has a problem as he is vitally in- 
terested in presenting his client’s case in its 
most favorable light. There is but one cure 
for this undesirable state of affairs and it 
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can be summarized in two words: “‘Coopera- 
tion” and “preparation.” 

Every lawyer here knows there can be no 
hard and fast rules for contesting the medi- 
cal claims to be offered by the opposition nor 
in assembling and presenting the medical 
evidence in favor of his client’s case. He 
also knows that the effort required to pro- 
duce medical evidence varies with the case. 
However, it is his duty and obligation to 
gather evidence and to present it to the end 
that justice might prevail. 


We lawyers must realize that it is unfair 
to the prospective medical witness and pos- 
sibly may be utterly devastating to the right 
of our clients for a lawyer to take medical 
evidence and present it without proper prep- 
aration and a consultation with each pros- 
pective medical witness. 


To illustrate : Some time ago, I represented 
an employer who was being held legally re- 
sponsible for the development of a heart 
condition in an employee. The opposing 
counsel was attempting to establish that 
heart failure developed due to a _ specific 
cause on a specific date for which my client 
was legally responsible. Apparently relying 
wholly upon the patient’s statements and 
without consulting the attending physician, 
he called the doctor as a witness. A year had 
passed since the fatality and about two years 
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had transpired since the events alleged to be 
the cause of the heart failure. On direct ex- 
amination as to the cause of the fatality, the 
doctor assigned it to the cause for which my 
client was being considered as legally re- 
sponsible. On cross examination, I obtained 
his office notes from which he had been re- 
freshing his memory. From them I was able 
to show that for over a period of approxi- 
mately nine years there had been present 
symptoms commonly associated with chronic 
heart disease. 

The preparation by trial lawyer was in- 
adequate and thus was grossly unfair to the 
medical witness. Had there been consulta- 
tion beforehand this situation would not 
have been created. 

A doctor may be called upon to serve in 
either of three roles: (1) Attending physic- 
ian, (2) Examining physician, and (3) the 
so-called “‘Medical Expert”. 


Obviously, the preparation of medical evi- 
dence for each of these three roles assumes 
very different characteristics. First, the at- 
tending physician whose testimony is of 
transcending importance. He has taken care 
of the patient before the lawyer came into 
the picture and he probably paid little or no 
attention to some details which were not con- 
nected with the patient’s cure, but which 
may become important at a later date. So it 
is very important to the three, the lawyer, 
the doctor and their common client and pa- 
tient that they have a consultation before 
the doctor gets on the stand to testify. 


Secondly, when the doctor is called upon to 
act as examining physician he is the one 
who had nothing to do with the care and 
treatment of the patient prior to the event 
of the patient’s appearance for examination. 
Now we must admit that regardless of their 
skill in the art and science of medicine, doc- 
tors vary as do other men in their qualifica- 
tions as salesmen of ideas and that is what 
a witness is. A lawyer choosing or recom- 
mending a doctor must bear that qualifica- 
tion in mind. 

Every physician before he makes an ex- 
amination, takes a history. He has to know 
what he is looking for and what he is going 
after. He usually has only an hour or two 
in which to make the examination, rarely 
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does he devote a full day to it. This histor 
provides a lead and you physicians, whe 
called upon to make an examination, mus 
treat that history as a lead. Ordinarily t} 
patient coming in for treatment tells tl 
truth. He does not exaggerate, does not co 
cede, because he wants a cure. But comir 
in as a suitor for damages or compensatio 
he may or may not give, nor desire to gi 
you, the entire history. Also, he may have 
reached up some information which permi 
him to suggest fields of distress that are pos 
sibly fabricated for his own gain. There- 
fore, do not consider the history sacrosanct 
but view it rather coldly for reasons just 
stated. 


Si 


It seems desirable to me and I recommend 
it as good practice for the trial lawyer to 
furnish the examining physician with all the 
story he has in his possession whether the 
examination is his own plan or not. If it is 
too complicated to furnish copies of state- 
ments, reports, etc., prepare a simple state- 
ment, a page or two, which can be read quick- 
lv and give the doctor your side and thus 
provide another lead to fall on. Even if the 
person to be examined is your own client, 
the examiner should not only know his side 
but should know what prepositions he may 
be cross examined upon and thus be prepared 
for most of the inevitable questions which 
may destroy his effectiveness or ruin the 
client’s case. 


Lawyers, if you are defending the case it 
seems to me that sending a client, or the op- 
posing witness, to a doctor just “cold’”’ is 
pretty nearly as bad as not having him ex- 
amined at all. After every examination there 
should be a conference between the lawyer 
and the doctor. The trial lawyer should 
know how the doctor is going to answer the 
questions either side may ask. The doctor 
should point out what he considers to be 
strong and weak points in the case: X-Rays, 
laboratory reports, and hospital records 
should be examined and discussed. 


In the third role we have the doctor as the 
so-called medical expert. He is the physician 
who has neither examined nor attended the 
client or opposing party but is testifying 
from a state of facts known in law as a hy- 
pothetical question. 
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Now I'll say to you doctors, many law 
riters today are challenging the practice of 
niting the testimony and opinion of ex- 
rts to a certain statement of facts con- 
ned in the question submitted. Professor 
igmore, a recognized authority on evi- 
nce, is one who is challenging the basic 
gic of such procedure. In Oklahoma, at 
is time anyway, it is the law and it is 
tally important to the party’s attack upon 
e hypothetical questions. The facts sup- 
ting the question must be related to the 
ry and unless the expert explains the pro- 
ss of analysis and reasoning by which he 
iched his conclusions, the jury must take 
refuse to take the conclusion that he has 
ted simply because he said so. You will 
cognize immediately that where there is 
inion evidence to the contrary, the trial 
wyer cannot expect the witness’ opinion 
1 erely on the basis of his qualifications. 
Now I come to a matter which must be dis- 
cissed in perfect frankness: it has to do 
th the consultation between the trial law- 
r and the prospective medical witness. I 
conceive it to be a source of some irritation 
d lack of cooperation between the two pro- 
fessions so I would like to make some sug- 
gestions. 
First, when a physician’s testimony is of 
such importance that a consultation is re- 
ired, the doctor should be paid for his 
me just as he would be paid for a consul- 
ation with another physician about a pa- 
tient. 


+ on 


Secondly, the lawyer should make arrange- 
ments for a time in keeping with the doc- 
tor’s schedule of appointments. Rather than 
pop into the doctor’s office at a very busy 
time and expect him to discuss his proposed 
testimony, wouldn’t it be more advantageous 
to arrange a time either before or after of- 
fice hours, or even in an evening? 

Thirdly, on the other side, the doctor 
should remember a lawyer’s time, too, is val- 
uable, so when he arranges an appointment 
for a certain hour, emergencies excepted, the 
lawyer should be seen at that time. It seems 
to me very discourteous for one professional 
man to waste another’s time; each should en- 
deavor to conserve the other’s time. 


Now about this consultation and what it 





August, 1955—Vol 48, Number 9 


composes. Obviously it should cover every 
phase of the medical questions involved. I 
think the lawyer should inform the doctor 
about the theories to be offered by the op- 
posing side, then the doctor may be helpful 
in suggesting inaccuracies which may exist. 
On the other hand, legal issues that arise out 
of the medical evidence should be explained 
to the doctor. If this is done it may prevent 
disastrous results on cross-examination and 
sometimes on direct examination. 

For example, in considering mental com- 
petency, what should a person possess in or- 
der to execute a valid will? It is not suf- 
ficient that the individual understand the 
value of his acts and be able to distinguish 
right from wrong. Doctors should know that 
the person who has the mental competency 
to make a will must know the value and con- 
tent of his property, also he must know the 
persons upon whom his bounty would fall. 
These two things are most important as far 
as mental competency is concerned. 

Another case to illustrate why it is im- 
portant to talk over the legal aspects with 
the doctor. It, if you will pardon me, is a 
personal reference. I had spent a lot of time 
with my witness, a heart specialist, and upon 
at least four or five occasions, had gone over 
the facts I assumed would be proven by my- 
self and the opposing counsel. The physician 
had repeatedly assured me that the facts 
which I intended to establish and to have 
him express an opinion could not have caused 
the man’s condition. On the witness stand 
I carefully qualified him, I really built him 
up, presented the facts, then asked him if 
he had an opinion as to the cause of the con- 
dition. He replied he had an opinion, and 
when I asked him as to the cause, and with 
proper solemnity he said, “Why, no, cer- 
tainly not, Mr. Pierce, certainly not. It could 
not have caused it.” Then he added, “But it 
might have aggravated it!” 

Aggravation had not been in the lawsuit 
up until that moment, but it surely was from 
then on. That response ruined my case, and 
the failure was chargeable to me because I 
had omitted to discuss the significance of 
aggravation. 

One of the most important efforts that a 


(Continued on Page 280) 
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= - Activities 


PRESIDENT’S LETTER 


By being president of the Oklahoma State Medical Association, one soon learns if he cid 
not know before, that the members of the profession and those non member employees of the 
medical profession in Oklahoma are the most willing and cooperative workers one could find 
anywhere. 


Most of us have known that our executive secretarial staff has been diligently active and 
most helpful, really indispensable. Our organization in this category suffered a very great loss 
when our associate executive secretary, John Hart, resigned to become the first executive sec- 
retary for the National Orthopaedic Association with offices in Chicago. Everyone who knows 
John and of the work he did for the Oklahoma State Medical Association regretted seeing him 
leave but by the same token of appreciation could not, nor would not, ask him to forego such a 
promotion. 


The problems of the Oklahoma State Medical Association at the national level, and there 
are many, have been so ably handled by our delegates, Dr. John Burton of Oklahoma City and 
Dr. James Stevenson of Tulsa with their alternates, Dr. Malcom Phelps of El] Reno and Dr. E. 
H. Shuller of McAlester, respectively. It has been a very great pleasure to watch these men 
in the national meetings assiduously meet the ever increasing number of problems confronting 
the American Medical Association House of Delegates. 


Our delegates, Doctor Burton who has been active in the State organization for several 
years and our national delegate for six years and Doctor Stevenson who likewise has always 
been a staunch worker for organized medicine in Oklahoma, is past president, and than whom 
probably no one else has contributed more to the profession, command attention and recogni- 
tion. Their national committee work attest to these facts but aside from the published com- 
mittee work. one has to see their constant presence, thinking and action in the meetings to fully 
appreciate their work and know that our problems at national level will not be mishandled. 


To have the representation we have for the questions handled at the national level—ques- 
tions that affect directly or indirectly each of us—and to find so many members willing to go 
the second mile to be helpful. These and many other organizational assets make your presi- 
dent ever humble and most grateful. 


President 
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When you have prescribed ACHROMYCIN 


you have confirmed its advantages— 
again and again. It is well tolerated by 
patients of every age. Compared with 
certain other antibiotics, it has a broader 
spectrum, diffuses more rapidly, is more 
soluble, and is more stable in solution. 


It provides prompt control of many 
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infections including those caused 
Gram-positive and Gram-negative bac- 
teria, rickettsia, and certain viruses and 
protozoa. Furthermore, it is a quali 
product; every gram is made under rigid 
control in Lederle’s own laboratory 
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DON BLAIR 


Starr Brand Babies Honor 
Pioneer Drumright Doctor 


With a “This Is Your Life” theme, ap- 
proximately 1,500 “Starr Brand Babies” at- 
tended a picnic and all‘day celebration in 
Drumright Sunday, June 19, honoring O. W. 
Starr, M.D. 

Lou Allard, Drumright publisher, was 
master of ceremonies. A number of civic or- 
ganizations made various presentations to 
the pioneer physician. They included: a 
Drumright High School letter blanket from 
the School Board, 40 year service pin from 
the Red Cross which he helped organize, 
lifetime membership in the American Le- 
gion, a section of books in the library was 
donated in his honor, rope and lifetime mem- 
bership from the Roundup Club, bridle from 
the Big Brothers club, and several other gifts 
were presented. 

Born in Indian Territory, Doctor Starr at- 
tended the Cherokee Indian School at Clare- 
more before going to medical school in St. 
Louis. 

Leading a colorful career, Doctor Starr 
was asked to do an Indian stomp dance for 
the King and Queen of England during World 
War I. He served as a member of the state 
legislature from 1943 to 1947. A past Presi- 
dent of the Creek County Medical Society, 
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Don Blair Is New O.S.M.A. 
Associate Executive Secretary 


Don Blair has assumed his duties in th 
O.S.M.A. executive office as Associate E> 
ecutive Secretary and Associate Busine: 
Manager of the Journal. 

Named to succeed John Hart, whose resi 
nation was reluctantly accepted by the Cou 
cil, Mr. Blair has recently been discharge | 
from the army where he served as a fir:t 
lieutenant in the field artillery two yea) 
including 14 months overseas. He graduate 
from Classen High School, Oklahoma Cit 
and the University of Oklahoma. He was 
born in Enid and is 26 years old. 

It is felt that Mr. Blair will ably fill the 
position left vacant by Mr. Hart, who, in 
the seven years he was with the Association, 
had done outstanding work. 


he has held several offices in community or- 
ganizations and at one time has been presi- 
dent of every organization in Drumright of 
which he is a member. He was on the first 
advisory board of the Salvation Army. In 
10 years, Doctor Starr delivered 3,230 babies. 





Left to right, D. W. Humphreys, M.D., Cushing, Doc- 
tor Starr, and R. Q. Goodwin, M.D., Oklahoma City 
O.S.M.A. President. 


Journal of the Oklahoma State Medical Association 

















ANNOUNCEMENTS 


Oklahoma City Clinical Society 
October 24, 25, 26, 27, 1955. Biltmore 
Hotel, Oklahoma City. 


A.M.A,. Clinical Session 
November 29-December 2, 1955. Boston. 


Oklahoma Academy of General Practice 
February 6-7, 1956, Tulsa Hotel, Tulsa, 
)klahoma. 


Iklahoma State Medical Association 
May 6, 7, 8, 9, 1956. Municipal Auditor- 
um, Oklahoma City. 


Endocrine Society 

Seventh annual postgraduate assembly, 
ndiana University School of Medicine, In- 
lianapolis, September 26-Oct. 1, 1955. In- 
ormation regarding the program is avail- 
ible from the Postgraduate Office, Indiana 
Iniversity School of Medicine, 1100 West 
Michigan, Indianapolis 7, Ind. 





American Urological Association 

Urology Award particulars available from 
the Executive Secretary, 1120 N. Charles St., 
3altimore, Maryland. Annual meeting will 
be held May 28-31, 1956, Statler Hotel, 
Boston. 


Association of Military Surgeons 

62nd Annual! meeting, Hotel Statler, Wash- 
ington, D. C., November 7, 8 and 9, 1955. 
Further details available from the Associa- 
tion’s office, Suite 718, New Medical Bldg., 
1726 Eve St., N. W., Washington 6, D. C. 


American Congress of Physical 
Medicine and Rehabilitation 

33rd annual session, August 28-September 
2, 1955, Hotel Statler, Detroit. Additional 
information can be had by writing the Con- 
gress at 30 N. Michigan Ave., Chicago 2, Ill. 


American Board of Clinical Chemistry 
Regional examinations will be held during 
October. Applications should be filed im- 
mediately by writing Oliver H. Gaebler, 
Ph.D., Henry Ford Hospital, Detroit 2, Mich. 
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LEE R. WILHITE, M.D. 
1895-1955 


Lee R. Wilhite, M.D., prominent Perkins 
physician who was also well known in mili- 
tary circles, died July 9 following a coronary. 


Doctor Wilhite was born October 17, 1895 
and graduated from the University of Okla- 
homa School of Medicine in 1916. A colonel, 
he served 36 months in World War I and 45 
months in World War II. He held the Czecho- 
slovakian Military Medal of Merit, the French 
Croix de Guerre, the U. S. Legion of Merit 
and the Bronze Star with oak leaf clusters. 
Several years ago he served as vice-president 
of the Oklahoma Academy of General Prac- 
tice. 

Survivors include the widow of the home 
and one daughter, Mrs. Leon C. Freed, whose 
husband, Doctor Freed, was in practice with 
Doctor Wilhite. 


W. W. RUCKS, Sr., M.D. 
1874-1955 


W. W. Rucks, Sr., M.D., Oklahoma City, one 
of the founders of Wesley Hospital, died July 
14 after a short illness. 


Born at Lebanon, Tenn., he received his 
medical degree from the University of Nash- 
ville. After graduation, he served four years 
as an assistant physician in the Central Ten- 
nessee hospital for the insane. He came to 
Oklahoma in 1901 and opened his practice at 
Guthrie. Later he was appointed head physi- 
cian at Fort Supply. He served during World 
War I as a major and set up his practice in 
Oklahoma City after World War I. He was 
chief of staff at Wesley at the time of his 
death, having bought the hospital with four 
other physicians in 1919. 

Survivors, in addition to his wife, include 
two sons, W. W. Rucks, Jr., M.D., Oklahoma 
City and Joseph D. Rucks, Oklahoma City. 
Two step-children, four grandchildren and a 
sister also survive. 
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Hospital Progress Shown 
In Building, Remodeling 


Two cities in Oklahoma have new hospitals 
opened this summer while a third has added 
two new wings. New hospitals have bee: 
built in Frederick and Ardmore and exten 
sive redecorating and remodeling has bee 


done at Norman. 


The $1'. million Southern Oklahoma Me 
morial Hospital recently opened in Ardmor 
is a 100 bed hospital with private and semi 
private rooms and no open wards. Thorntor 
Kell, M.D., is chief of the 18 doctor staff. 


Built to be rapidly enlarged to 70 beds 
when needed, the Tillman County Memoria! 
Hospital at Frederick now has 40 beds and 
features all the most modern hospital fa- 
cilities. It was built at a cost of $600,000. 
Chief-of-staff is Roy L. Fisher, M.D. 


The Norman Municipal Hospital building 
of two new wings has enlarged it from a 54 
to 82 bed capacity. Three new operating 
rooms, two nurseries and two delivery rooms 
have been added and redecorating and re- 
modeling of the old section were included in 
the $687,500 expansion of the hospital. Cur- 
tis Berry, M.D., is chief-of-staff. 
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is a new synthetic analogue of cortisone. Indications for : Rheumatoid arthritis, 
produces anti-inflammatory effects simi- bronchial asthma, inflammatory skin conditions. 
lar to cortisone, but therapeutic response has been ; : 
7 observed with considerably lower dosage. With SUPPLIED : is supplied as 5 mg. tablets 
, favorable results have been reported in (scored) in bottles of 30. 
rheumatoid arthritis with an initial daily dosage of 
20 to 30 mg. and a daily maintenance dose range 
between 5 and 20 mg. 

Salt and water retention are less likely with 
recommended doses of DELTRA than with the 
higher doses of cortisone required for comparable Philadelphia 1, Pa. 
therapeutic effect. DIVISION OF MERCK & CO., INo, 
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MEDICAL TESTIMONY 


(Continued from Page 271) 


lawyer can make while preparing to presen 
medical evidence is to educate himself i) 
the anatomy, physiology, and pathology, a 
well as the scientific terminology, used b 
physicians in connection with the injury « 
disease under consideration. A trial lawye 
is only half-armed when he goes into a ca 
equipped with only the knowledge gain 
from a short, friendly conversation with tl 
medical consultant. 


I would strongly recommend to any lawy: 
who does personal injury litigation as a su 
stantial part of his practice to have availabie 
in his office a standard medical dictiona: 
a standard work on anatomy, and when he 
has a particular subject coming up for trial 
he should beg, borrow or steal a standard 
textbook on it. 


It is important to know something about 
medical terminology. When you are talking 
to your medical consultant and you refer to 
an anatomical structure by its correct scien- 
tific name there is no misunderstanding. 
Then, when you question the opposing med- 
ical witness using scientific terminology he 
is immediately aware that you know some- 
thing about the subject and his answer is 
inclined to be a little less expansive in 
concept. The use of proper pronunciation 
has the same effect. Doctors should realize 
that when they are on the witness stand they 
are engaged in the business of selling ideas. 
The most successful witness is one who uses 
examples taken from common experience to 
illustrate the points he is presenting. Doc- 
tors must remember that if the jury does not 
understand what they are talking about, 
their efforts are going to be wasted. 


Therefore, it seems to me that the objec- 
tions which many doctors have to assuming 
the role of a medical witness can definitely 
be overcome if those suggestions are carried 
out. Thus, the doctor can get on the stand 
knowing what he is going to be up against 
and how to meet it. He will make a bette: 
witness and won’t go away feeling he ha: 
been battered around and be mad because oi 
the manner in which he was treated. 
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Quite frequently medical men object to 
stifying in cases involving insurance com- 
anies. Their attitude seems to be, “Why 
hould I spend the time? It’s an insurance 
ympany defending the case. They have the 
joney, why shouldn’t they pay it out?” Ac- 
ially insurance companies pay nothing. 
‘hey are not manufacturing money, they 
mply collect premiums. Consider automo- 
ile insurance. Everyone insures his auto- 
obile and your insurance rate is predicated 
pon the losses the company pays. When 
ie losses are great, the rates go up. The 
surance company merely collects and dis- 
‘ibutes the money; you pay the loss. In 
ympensation cases, the same is true. The 
surance company represents society in an 
ver-all concept. It collects the money and 
ays it out. 


Generally speaking, the doctor has been 
lucated at the expense of society and has a 
gal obligation to step in and from his ex- 
erience and knowledge to present the truth 
f ideas. You would not like to have your 
fe, liberty or property at stake before a 
iry of unemployed who have nothing else to 
» but to sit upon a jury. You would want 
isy people sitting here. The same is true 
f doctors when called upon to make exami- 
nations of clients, the better equipped and 
the busier the doctor, the greater his duties 
id obligations. 


Lynn Harrison, M.D., Wins First 
Place in O.S.M.A. Golf Tournament 


Lynn H. Harrison, M.D., Oklahoma City, 
copped first place in the Oklahoma State 
Medical Association annual golf tournament 
sponsored by Pfizer Laboratories. Post- 
poned because of rain during the Annual 
Meeting, the tournament was held June 15 
at the Tulsa Country Club. 


Second place golfer was J. M. Carey, M.D., 
also of Oklahoma City, and Willard L. Mc- 
Graw, M.D., Tulsa, third. Approximately 
125 golfers participated in the tournament. 
Simon Pollack, M.D., Tulsa, handled arrange- 
ments. 


August, 1955—Vol 48, Numb 9 








Results With 


‘ANTEPAR’™ 


PINWORMS 


“SYRUP OF ‘ANTEPAR’ 


“TABLETS OF ‘ANTEPAR’ 


_ 


~ BURROUGHS WELLCOME & CO. (U.S.A.) INC 
.é.4 Tuckahoe, New York 












281 











OFFICIAL PROCEEDINGS of the HOUSE OF DELEGATES 


of the OKLAHOMA STATE 


Closing Session 

The closing session of the 62nd Annual Session of 
the House of Delegates was called to order at 8:00 
p.m., in the Ivory Room of the Mayo Hotel, Tulsa, 
Oklahoma, Sunday, May 8. 

The Credentials Committee reported a quorum 
present. 

The first order of business was a report from the 
Resolutions Committee. Doctor A. T. Baker of Durant, 
Chairman of the Committee made the following re- 
port: 


Resolution 

WHEREAS, today the House of Delegates of the 
Oklahoma State Medical Association in assembly this 
8th day of May, 1955, is mindful of the absence, due 
to illness, of one of its faithful and long-standing 
members—the senior delegate to the American Med- 
ical Association, Dr. James Stevenson. 

NOW THEREFORE BE IT RESOLVED, that the 
House express its unanimous and sincere wishes for 
Doctor Stevenson's rapid recovery and return to our 
midst, and 

BE IT FURTHER RESOLVED that a copy of this 
Resolution be sent by telegram to Doctor Stevenson. 

Doctor John Burton moved the adoption of this 
Resolution. Dr. R. Q@. Goodwin seconded. The mo- 
tion carried unanimously. 

Doctor Baker next read the following Resolution: 


Resolution 

WHEREAS, the American Medical Association is 
the proper official organization representing medicine 
in the United States, and 

WHEREAS, it is not only the privilige but also the 
obligation of this organization to protect and safe- 
guard the quality of medical care to the patients and 
to assist in every way possible in the maintenance 
and further elevation of the present high standards 
of medical and surgical practice, and 

WHEREAS, the American Medical Association is 
the only organization which can and should speak 
officially for ALL physicians without regard to their 
particular field of practice, and 

WHEREAS, there is growing unrest due to the fact 
that the American Medical Association has not met 
its full obligations in respect to Accreditation of Hos- 
pitals, and 

WHEREAS, Accreditation of Hospitals is recognized 
as being composed of two parts, namely, that having 
to do strictly with housekeeping problems and unques- 
tionably concerns hospital management; and that 
having to do with the actual provision of medical care 
to the patients by the physicians and the training of 
young physicians and is the concern of the medical 
staff organization which should be guided by the 
American Medical Association, and 

WHEREAS, failure of the American Medical Asso- 
ciation to accept and discharge this obligation prompt- 
ly will make more difficult the physicians’ responsi- 
bility of providing the best medical service in the 
most economical fashion; now, therefore, be it 

RESOLVED, that the American Medical Association 
be urged to assume promptly its true responsibility 
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by establishing a plan for Accreditation of Hospitals 
such plan to be limited to the problems of patien' 
care, staff organization and intern and resident train 
ing program; be it further 

RESOLVED, that the American Hospital Associatior 
be urged to cooperate with the American Medical 
Association by limiting is accreditation activities tc 
the strictly physical problems of hospital care whicl 
unquestionably is its responsibility; be it further 

RESOLVED, that the House of Delegates of the 
Oklahoma State Medical Association in regular an- 
nual session, assembled this 8th day of May, 1955 
instruct its Delegates to the American Medical As 
sociation to introduce and support this or a simila: 
resolution in the House of Delegates of the Americar 
Medical Association at its next regular session. 

Doctor Baker moved the acceptance of this Reso- 
lution. Doctor Malcom Phelps seconded the motion 
Motion carried. 

Doctor Baker read the next Resolution: 


Resolution 

WHEREAS, the American Medical Association is 
the proper official organization representing medicine 
in the United States, and 

WHEREAS, the American Medical Association is 
the only organization which can and should speak 
officially for ALL physicians without regard to their 
particular field of practice, and 

WHEREAS, in the past, that is, since 1946, physici- 
ans in the State of Oklahoma coal producing areas 
have fully cooperated with the Medical Department 
of the Welfare and Retirement Fund of the United 
Mine Workers of America without question as to 
Specialty Board Certification or membership in the 
American College of Surgeons, and 

WHEREAS, it is now proposed by the Medical De- 
partment of the Welfare and Retirement Fund of the 
United Mine Workers of America that all elective 
surgery must be sent to medical centers where Ameri- 
can Board members of Specialties or Fellows of the 
American College of Surgery are available, and 

WHEREAS, there has been no complaint of record 
by either the Medical Department of the Welfare 
and Retirement Fund of the United Mine Workers 
of America or patients receiving treatment from 
doctors now or having participated in this plan since 
its inception in 1946; and 

WHEREAS, such proposal by the Medical Depart- 
ment of the Welfare Fund of the United Mine Work- 
ers of America in effect limits the free choice of 
physician by the participating members; 

NOW THEREFORE BE IT RESOLVED, that the 
House of Delegates of the Oklahoma State Medical 
Association go on record as opposing such professional 
qualification requirements by the Medical Depart- 
ment of the Welfare and Retirement Fund of the 
United Mine Workers of America, and 

BE IT FURTHER RESOLVED that the House of 
Delegates of the Oklahoma State Medical Association, 
in its regular session this 8th day of May, 1955, in- 
struct its delegates to the American Medical Associa- 
tion to introduce and support this, or a similar Reso- 
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lution, in the House of Delegates of the American 
Meuical Association at its next reguiar assembly. 

Doctor Baker moved the adoption of this Resolution, 
Motion seconded and carried. 

Doctor J. R. Colvert offered a substitution motion: 
“That we go on record as condemning the policy of 
denying the patient who is a member of this Welfare 
Fund the right to select his own physician, and be- 
ing opposed to the Welfare Fund's setting the fee 
for medical or surgical service.” 

The substitute motion did not carry. 

This concluded the report of the Resolutions Com- 
mittee. 

Next on the Agenda was the Report of the Com- 
mittee on Constitution and Bylaws. Doctor E. H. 
Shuller, McAlester, read the following proposed 
amendments: 


Amendment to By-Laws—A 
Narcotics (1) 

Amend Chapter I, Section 1, lines 17 and 18, page 
38 by deleting on line 17 following the words, “mem- 
bership when”, the word, “such”, and by deleting 
on line 18 before the words, “for a year”, the follow- 
ing words and figures, “narcotics permit has been 
reissued”, and inserting in lieu thereof the following 
words and figures, “eligibility for reissurance of such 
narcotics permit has been established”. 
Explanation: 

The purpose of this amendment is to eliminate the 
provision that a physician who has had his member- 
ship revoked because of narcotics violations be re- 
quired to secure a narcotics permit to reestablish 
eligibility for membership since there are, no doubt, 
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Situations in which such physicians might become 
eligible for issuance of a narcotics permit but might 
prefer to forego securing such permit. 

Doctor Shulier moved the adoption of this Amend- 
ment. Motion seconded and carried 


Amendment to By-Laws—B 
Associate Memberships 

Amend Chapter I, Section 3, sub-section (‘e), line 
16, page 39 by deleting the period following the words, 
“of the petition”, inserting in lieu thereof the fol- 
lowing words and figures, “, provided that associate 
membership shall be automatically terminated when 
an Associate Member removes his residence from the 
State of Oklahoma”. 

Explanation: 

The purpose of this amendment is to clear the 
membership rolls of the Association of the names of 
Associate Members who have moved from the State, 
eliminating any real reason for their enjoying the 
privileges of Associate Membership. 

Doctor Shuller moved adoption of this Amendment. 
Motion seconded and carried. 


Amendment to By Laws—D 
Apportionment of Delegates (1) 

Amend Chapter III, Section 1, lines 8, 9, 10, and 
11, page 40 by deleting after the words, “Annual 
Meeting”, on line 8 the remaining words and figures 
in line 8 and all of lines 9 and 10 and that portion 
of line 11 appearing before the words, “each county”; 
and inserting in lieu thereof following the words, “An- 
nual Meeting”, on line 8 a (period) and on line 11 
capitalizing the letter e in the word, “each”. 
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KARO SYRUP SOLVES A SUMMER PROBLEM 


Karo is the answer when other carbohydrate modifiers cause flatu- 
lence, colic, fermentation or allergy. It is bacteria free and hypo- 
allergenic . . . produces no reactions. It is easily digested and assimi- 
lated by premature and newborn infants, well or sick. 


Babies gain weight rapidly on Karo formulas. One ounce provides 
120 calories of solid nutrition derived from dextrose, dextrins and 
maltose. The palatability of Karo encourages full feedings. 


Karo mixes readily in all proportions with cow’s milk, evaporated 
milk and water. Available at all grocery stores. Light or dark Karo Syrup 
may be used interchangeably in the formula. 


The foundation of the individualized formula for 3 generations 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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Explanation: 

[he purpose of this amendment is to eliminate the 
juirement that the list of delegates and alternates 
published in the Journal of the month previous 
the Annual Meeting, since it has seldom, if ever, 
en possible to compile an accurate list of delegates 
d alternates for such publication. This is par- 
ularly true in view of the fact that the printer’s 
idline on the Journal is one month earlier than 
date of publication. 

Doctor Shuller moved the adoption of this Amend- 
nt. Motion seconded and carried. 

Amendment to By-Laws—E 


Apportionment of Delegates (2) 
A4mend Chapter III, Section 1, lines 15 and 16, 


ze 40 by deleting after the words, “paid member- 
p”, on line 15 and before the words, “the next’, on 
e 16, the following words and figures, “within thirty 
}) days of”, and inserting in lieu thereof the fol- 
ving words and figures, “as shown by the mem- 
rship records of the Executive Office on the date 
rty (30) days prior to”. 
planation: 
rhe purpose of this amendment is to establish a 
adline for receipt of membership dues to be used 
a basis of computing representation in the House 
Delegates. The language of the By-Laws in that 
spect is now so ambiguous as to being particularly 
fficult to apply. 
Doctor Shuller moved the adoption of this Amend- 
ent. Motion seconded and carried. 

Amendment to By-Laws—F 

Amalgamations (1) 

Amend Chapter XI, Section 1, sub-section (b), line 


14, page 46, following the words, “Counci: at”, by 
deleting the remaining words on line 14 and the fol- 
lowing words on line 15, “at least ninety (90) days”, 
and inserting in lieu thereof the following words 
and figures, “a meeting of the Council”. 
Explanation: 

The purpose of this amendment is to eliminate the 
requirement that petitions for amalgamation be pre- 
sented ninety days before the Annual Meeting since 
this provision has appeared to work a hardship upon 
the Counties of the State which from time to time 
have desired to amalgamate and has in some cases 
resulted in more than a year’s delay in effecting such 
amalgamations 

Doctor Shuller moved the adoption of this amend- 
ment. Doctor Cotton seconded. Motion carried 

Amendment to By-Laws—G 
Amalgamations (2) 

Amend Chapter XI, Section 1, sub-section (b), 
lines 16, 17, 18, and 19 by deleting on line 16 follow- 
ing the words, “The Council”, the remainder of line 
16 and all of lines 17 ahd 18 and that portion of 
line 19 which appears before the words and figures, 
“When such”, and inserting in lieu thereof the fol- 
lowing words and figures, “after receipt of such re- 
quests for amalgamation, shall consider such requests 
and make its recommendations to the House of Dele- 
gates”. 

Explanation: 

The purpose of this amendment is to eliminate 
the requirement for publication of requests for amal- 
gamation resulting in a simplification of the pro- 
cedure. 
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N f AS for every Doctor who smokes 
for every patient who seeks smoking advice 


NEW WATER-ACTIVATED FILTER REMOVES 
UP TO 92% OF NICOTINE, 76% OF TARS 
FROM ANY CIGARETTE, PLAIN OR FILTER-TIP* 


Uses Oriental “Hookah” Technique to Cleanse, Cool Smoke, 








Leaving Full Tobacco Taste and Flavor 


Aquafilter, the unique water-activated filter, 
offers a new, practical approach to the problem 
of how to limit and control nicotine and tar in- 


take without reducing the pleasure of smoking. 


HOW Alquatilter WASHES OUT NICOTINE AND TARS 

















The AquaFitter, a replace- 

able cartridge of absorbent 

material, holds about one 

6 milliliter of water—enough 

to trap three to four times its 

weight in nicotine. Acting as a min- 

iature condenser, the AQUAFILTER 

chills gaseous nicotine to the liq- 

uid phase. At the same time it 
strips the smoke of tars. 





The mainstream of smoke from 
the average king size cigarette, in 
tests conducted under standards 
established by the U. S. Govern- 
ment, shows only 8% of nicotine 
and 24% of tars passing through 
the Aquaritter. Temperature of 
smoke is lowered three to four 
times more effectively than by any 
other smoking method tested.* 




















*Independent testing laboratory reports 
available on request. 











The AQUAFILTER will soon be available throughout the United States and Canada 


uatilter CORPORATION « 270 Park Avenue « New York 17, N. Y. 
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Doctor Shuller moved the adoption of this Amend- 
nt. Doctor Cotton seconded. Motion carried. 


Amendments to By-Laws—H 
Delegates and Alternates 
Amend Chapter XI, Section 6, page 47, by deleting 
entire Section 6 and inserting in lieu thereof the 
lowing words and figures, 
“Section 6 Delegates and Alternates 

a) Selection of Delegates and Alternates 
Zach component society shall, at an appropriate 
1e prior to the Annual Session of this Association, 
ect the number of delegates and alternates to which 
is entitled under the provisions of Chapter III, 
tion 1, of these By-Laws. 

b) Certification of Delegates 
rhe secretary of each component society shall sub- 
t to the Executive Office, not later than thirty (30) 
ys prior to the Annual Session of this Association, 
eport containing the names of each delegate and 
ernate as selected by the component society. 

c) Issuance of Credentials 
Not later than fifteen (15) days prior to the Annual 
ssion, the Executive Secretary shall issue appropri- 
credentials to the delegates and alternates as re- 
ted by the secretaries of the component societies 
i determined by the records of the Executive Office 
be members in good standing of this Association 
i eligible to serve as delegates or alternates.” 


E planation: 
The purpose of this amendment is fourfold: 


vy the County Societies to select their 
! alternates by 


(1) to 
delegates 


the method of choice, (2) to es- 


one 
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tablish a deadline for the reporting of the names of 


(3) to eliminate the con- 
fusion which has existed in the past in regard to 
substituting of alternates for delegates, and (4) to 
establish a deadline for the issuance of credentials 
to the delegates and alternates. 

Doctor Shuller stated that the Committee recom- 
mended the adoption of the last proposed amendment 
with the deletion of the following 

Under Section (b) Certification of Delegates, in the 
fourth line place a period after “component society” 
and delete “and such report shall clearly designate 
a specific alternate for each delegate and no person 
other than the alternate so specified shall be eligible 
to serve for such delegate.” 

Dottor Shuller moved the adoption of this Amend- 
ment with the deletion. Motion seconded 

Doctor W. W. Cotton moved: “That we accept 
Amendment to Article B as originally written” 
motion was not seconded. 

The original motion as recommended by 
mittee was voted upon and carried 

The next order of business was the election of Of- 
ficers. Doctor Gallaher asked the Vice-Speaker, Keil- 
ler Haynie, M.D., to take the chair and conduct the 
election. 

Doctor Haynie announced that as all the officers 
had been nominated without opposition, it would be 
in order to vote upon the entire slate at one time 
He read the slate, as follows: 


President Elect—H. M. McClure, 


Delegate to A.M.A.—John F 
Oklahoma City. 


delegates and alternates, 


the 
The 


the Com- 


M.D., Chickasha 


the Burton, M.D., 
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SELSUN 


Billiard-ball bare or covered with hair, many scalps you see need 
SELSUN. It's effective in 81 to 87% of all seborrheic dermatitis 
cases—and in 92 to 95% of dandruff cases. Itching, burning symptoms 
disappear with just two or three SELSUN applications. Scaling is 
controlled with just six to eight applications. Easy to use, SELSUN is 
applied and rinsed out while washing the hair. p 

In 4-fluidounce bottles, on prescription only. ( Lbbeott 


SELSUN Sulfide Suspension 


Selenium Sulfide, Abbott 


¢ 
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Alternate Delegate to the A.M.A.—Malcom Phelps, 
1.D., El Reno. 
Vice President—George Ross, M.D., Enid. 
Secretary-Treasurer—W. W. Rucks, Jr., M.D., Okla- 
yma City. 
Dr. W. W. Fox, Norman, moved that we accept the 
ate as submitted. Doctor Joe Duer seconded. The 
otion carried 
Doctor Haynie next read the slate of Councilors and 
ice-Councilors as follows: 
District No. 3—C. M. Hodgson, M.D., Kingfisher for 
yuncilor; Henry Russell, M.D., Enid, Vice-Councilor. 
District No. 4—C. A. Traverse, M.D., Alva, Vice- 
yuncilor 
District No. 6—Elmer Ridgeway, M.D., Oklahoma 
ty, Councilor; Peter Russo, M.D., Oklahoma City, 
ice-Councilor. 
District No. 9—Francis R. First, M.D., Checotah, 
yuncilor; I. W. Bollinger, M.D., Henryetta, Vice- 
uncilor. 
District No. 12—Wm. T. Gill, M.D., Ada, Councilor; 

E. Robberson, M.D., Wynnewood, Vice-Councilor. 
District No. 12—Charles Green, M.D., Lawton, Vice- 
yuncilor. 
Doctor J. R. Colvert, Oklahoma City, moved that 
ie Councilors and Vice-Councilors be elected as nom- 
ated. Motion seconded and carried. 
Doctor Haynie asked all the new officers to come 
the front and be introduced 
As this concluded the business of the session, the 
eting was adjourned. 

—Reported by: Mary O'Leary. 





Ha ve You bial 


Doctors JOHN W. and JAMES D. MARTIN, 
Cushing, have moved into a new clinic in that 
city, equipped with four treatment rooms, 
minor surgery and recovery room, reception 
room, private offices for each physician, lab- 
oratory, rest rooms and utility room. 


LOREN MILLER, M.D., Tulsa, was one of the 
guest speakers at the southern district meet- 
ing of the American Association for Health, 
Physical Education and Recreation. 


THORNTON KELL, M. D, J. HOBSON VEAZEY, 
M.D. and LoypD L. LONG, JR., M.D. have opened 
the Medical Arts Clinic at 921 14th St., N.W.., 
Ardmore. 


R. H. MOORMAN, JR., M.D., a graduate of 
the University of Oklahoma School of Medi- 
cine, has joined the staff of the Enid State 
School as resident physician. He will also be 
associated with MARK HOLCOMB, M.D., in pri- 
vate practice. 
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THE COYNE CAMPBELL-SLEEPER CLINIC 
ANNOUNCES THE OPENING OF 


DOWNTOWN CLINIC 


AT 525 N. W. ELEVENTH 


OKLAHOMA CITY, OKLAHOMA 
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ELECTROENCEPHALOGRAPHY PSYCHOLOGICAL TESTING 
GROUP PSYCHOTHERAPY CHILD PSYCHIATRY 
P. E. Russo, M. D. B. E. Mulvey, M. D. C. G. Coin, M. D. 
RADIOLOGISTS 


Practice Limited To 


X-RAY DIAGNOSIS 


DEEP and CONTACT X-RAY THERAPY 


RADIOACTIVE ISOTOPES FOR DIAGNOSIS AND TREATMENT 


jist ps Au" Sr’ 
Suite 230 Osler Bidg. St. Anthony Hospital Suite 326 Pasteur Bldg 
1200 North Walker FO 5-0511 1111 North Lee 
CE 2-4333 FO 5-5658 


OKLAHOMA CITY, OKLAHOMA 
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ined Review 


HE DIABETICS COOK BOOK. Mrs. 
Clarice B. Strachan. The Medical Arts Pub- 
lishing Foundation, 1603 Oakdale St., 
Houston 4, Texas. 1955. Price $6.50. 


The Diabetic’s Cookbook is being published 
is month. This unique book brings to the 
abetic more than 250 recipes for foods and 
verages that he can eat and enjoy. Each 
cipe is written and arranged so that it can 
fitted quickly into the individual diabetic’s 
et prescription. Indeed, The Diabetic’s 
kbook is such a practical cookbook for 
abetics that Dr. Charles H. Best, one of 
e discoverers of insulin, has written the 
troduction. In it he says, “I have no hesi- 
tion in recommending this book most high- 
and I feel sure that a very large number 
diabetics—and their families—will wel- 
me its publication and will profit by read- 
, a.” 
Copies may be obtained from your book- 








store or by writing directly to the publisher. 


Tulsa Ob-Gyn Society Organized 


Announcement has been made of the or- 
ganization of the Tulsa Obstetrical and 
Gynecological Society. The Society will meet 
five times yearly with presentations of 
papers by local members and guest speakers. 


Officers are: D. N. Burns, M.D., Presi- 
dent; W. B. Sanger, M.D., President-Elect; 
W. C. Lindstorm, M.D., Vice-President; J. E. 
Goldberg, M.D., Secretary-Treasurer; and 
W. F. Thomas, Jr., M.D., member of the 
Executive Committee. 


Members, in addition to the officers, in- 
clude the following physicians: Paul A. Bis- 
choff, Eugene S. Cohen, Robert E. Dillman, 
Wm. N. Henderson, E. O. Johnson, Hall 
Ketchum, D. M. McDonald, Wm. R. Loney, 
Wm. R. McShane, Houston F. Mount, Mat- 
thew B. Moore, F. D. Sinclair, E. R. Shap- 
ard, E. Malcolm Stokes, A. N. Vammen, and 
B. R. Westbrook. 
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Town Pays Tribute 


THE NEUROLOGICAL To Doctor Taylor 
HOSPITAL Paying tribute to R. Z. Taylor, M.D., Blait 


on his 71st birthday, the citizens of tha 
2625 West Paseo town and the surrounding area held an a 
Kansas City, Missouri : day celebration June 24. Former resident 
and friends from as far away as Californi 
and Tennessee attended the celebration. 


« 
A voluntary hospital providing the care 
and treatment of nervous and mental Dr. E. E. Dale of the University of Okl:- 
patients, and associate conditions. homa history department was _ princip:.| 
speaker at the occasion. Doctor Dale was a 
former superintendent of Blair schools. A 
thor and co-author of 18 books, it was duri 
Bellevue Convalescent Hospital the time he was at Blair that he publish 
Completely Air Conditioned his first book, Territorial Acquisitions 

the United States. 








Providing 
rvefessiona Cave ant Versonai Assention for Doctor Taylor, who has been practicing 
Convalescent, Chronic and Medical Patients ry ‘ ta 

Blair since 1909, was born at Trenton, Tenn., 
436 N.W. Twelfth Street on June 24, 1884. He studied medicine at 
ae Vanderbilt University and interned at Terre 
* 6-832 . : . 
_— Haute, Ind. He is now semi-retired although 
as. R. Ricks. M.D. Norman L.. : canon <a : 
Jas. R. Ricks, Mt orman L. Thompson he still maintains an office in Blair. He es- 
Medical Director Owner and Manager ' a ; 
Mrs. Dade Thompson, Asst. Mgr. timates that he had delivered 5,000 babies 
during his 46 years in Blair. 
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